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Abstract
Coleman, Rachel Anne. Ph.D. The University of Memphis. December 2012.
Increasing Subjective Client Agency for Psychotherapy at a Veterans Administration
Hospital: A Process-Outcome Study. Major Professor: Dr. Robert A. Neimeyer.
Subjective client agency, defined as client expectations for actively influencing
therapy process and outcome, is hypothesized to contribute to psychotherapy process and
outcome. Previous work has linked higher degrees of subjective client agency to more
positive client ratings of the therapeutic working alliance, while results for outcome
studies are mostly non-significant. The current project extended the limited body of
research in this area by (a) examining associations for subjective client agency at the
outset of group therapy with ratings of group process, therapeutic alliance and treatment
outcome for 84 clients at a Veterans Administration outpatient clinic, and (b) attempting
to manipulate subjective client agency via a pre-therapy orientation. Internal locus of
control for therapy was associated with positive group process ratings. Expectations for
taking verbal initiative were associated with greater client-rated agreement on therapeutic
goals. However, neither of these operational definitions of SCA was significantly related
to therapist-rated alliance or to symptom change in the first eight weeks of group therapy.
Moreover, two distinct versions of the pre-therapy orientation failed to alter veterans’
expectations for taking an active role in treatment. Implications for further research are
discussed.
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Introduction
Recent overviews of psychotherapy research have concluded that client factors
account for a substantial proportion of variance in therapy outcome, and that this
proportion likely exceeds that due to the specific techniques given center stage by the
medical model (Asay & Lambert, 1999; Cooper, 2008). In their review of processoutcome research, Orlinsky, Rӧnnestad, and Willutski (2004) identified multiple aspects
of clients’ active involvement in treatment that have been linked to positive outcomes,
including verbal activity, “cooperation,” and contribution to the therapeutic bond. These
authors argued that “the quality of the patient’s participation in therapy appears to emerge
as the most important determinant of outcome” (p. 324). Bohart and Tallman (1999)
have advanced a theory consistent with these results, in which they conceptualize
psychotherapy as an “active self-healing” process. They argue that clients’ ability to
utilize the conceptual and practical resources provided by therapists is a “common factor”
that helps account for the similar effect sizes observed across therapeutic modalities in
outcome research.
Extending this thinking, our focus in this study was on client role expectations
consistent with research supporting the importance of “client factors” and with a view of
treatment in which clients “make therapy work” through active, intentional participation
(Bohart & Tallman, 1999). We were interested in the possibility that “subjective client
agency” may be an active ingredient of successful treatment in its own right, where
subjective client agency (SCA) refers to therapeutic role expectations in which clients see
themselves as responsible for and capable of pro-actively contributing to therapy process
and outcome. When clients see their role in therapy in this way, they may be able to use
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therapy even more effectively. For example, clients with high SCA might be more likely
to engage in productive self-disclosure, collaborate more effectively with the therapist in
negotiating “goals” and “tasks” of therapy, and/or be more active in applying new
insights and skills outside of sessions. Based on previous process-outcome research, all
of these could be expected to lead to more positive treatment outcome (Orlinsky et al.,
2004). In particular, the positive link between measures of the therapeutic alliance,
including client and therapist ratings of agreement about the goals of therapy and the
strategies (or “tasks” ) to be used to achieve these goals, is one of the most robust
findings in psychotherapy research (Horvath & Bedi, 2002, Orlinsky et al., 2004).
Additional mechanisms by which SCA could theoretically contribute to treatment
outcome include experiencing a sense of mastery (“remoralization”), and evoking more
positive therapist evaluations (Tryon & Winograd, 2002). In contrast, clients with role
expectations more in keeping with a “medical model,” in which they see themselves as
relatively passive recipients of treatment by an expert who can “fix” them or their
problems, might be more prone to underutilize the resources and relationship offered by
the therapist.
Subjective Client Agency in Psychotherapy Research
Research on subjective client agency has been relatively limited; measures that
are most relevant to this construct come from multiple theoretical contexts and have
varying psychometric properties (Coleman & Neimeyer, 2010). However, findings to
date suggest that further work in this area is warranted.
A series of qualitative studies by Rennie (1992, 1994, 2000, 2001, 2008)
documented instances in which clients intentionally controlled aspects of the therapy
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process, especially by choosing what and when to share with their therapist. Bachelor,
Laverdière, Gamache, and Bordeleau (2007) identified variations in the way clients
described their role in a “good collaboration” with their therapist, including an “active
collaborative mode” in which clients “saw themselves as playing a significant role, or at
least making a difference, as to whether the work moves forward or not” (p. 181). An
active collaborative mode as defined in this study was particularly associated with selfdescriptions of proactive self-disclosure. This was contrasted with a “mutual” mode in
which clients gave equal emphasis to their contribution and that of the therapist, and a
“therapist-dependent” mode in which clients focused on the therapist’s actions and
qualities. Hoener, Stiles, Luka, and Gordon (2012) documented a consistent concern
with and value for “agency” among eleven clients who participated in semi-structured
interviews about their experiences in therapy. In this study, clients described working
hard in therapy, pro-actively seeking information about treatment options, and feeling
good about having helped themselves. Six of 11 also reported that they had not expected
to play an active role in the process when entering therapy, but rather described initially
expecting their therapist to “fix” them or their problems.
A small group of studies using varied measures suggests that SCA may be
associated with higher client ratings of the therapeutic alliance. In a large sample of U.S.
college clinic clients, the Audience factor of the Psychotherapy Expectancy InventoryRevised (PEI-R), which assesses expectations for taking verbal initiative in therapy,
including an expectation for feeling “in charge of the hour,” was weakly positively
related to client-rated rapport (Berzins, 1971). The Client Initiative subscale of the
Agnew Relationship Measure (ARM) was weakly positively related to client ratings of all
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three subscales of the Working Alliance Inventory (WAI Bond, Goals, and Tasks) for
British clients treated for depression (Stiles et al., 2002). Joyce, Piper, McCallum and
Ogrodniczuk (2000) found that expectations for taking verbal initiative predicted clientrated alliance for college clinic clients with high quality of object relations (QOR). The
magnitude of correlations between SCA measures and client-rated alliance varied from
.20 to .42 in these studies.
The relatively small body of existing research has produced mainly null results for
links between measures related to SCA and therapy outcome. Berzins (1971) found no
relationship between PEI-R Audience and treatment outcome after a month of brief
therapy in his large college student sample. A Swiss study using a newly developed
German-language measure of “control expectancies” (Der Fragebogen zu
therapiebezogenen Kontrollerwartungen, TBK; Delsignore, Carraro, Mathier, Znoj, &
Schynder, 2008) also revealed no association for clients’ internal locus of control for
specific aspects of the therapeutic process (“Internality”) with measures of depression or
global symptoms either immediately after group treatment for social anxiety or at 3
month follow-up. In this study, a negative relationship between internal control
expectancies and social anxiety at follow-up appeared to be better accounted for by
clients’ expectations about the therapist’s role. Similarly, the ARM Client Initiative
subscale was associated with improved social adjustment immediately following
individual treatment for depression, but was not related to other outcome measures,
including depression, global symptom severity and the Inventory of Interpersonal
Problems. At 3 month and 1-year follow-up, the ARM Client Initiative was also not
related to outcome measures (Stiles, Agnew-Davies, Hardy, Barkham, & Shapiro, 1998).
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Following a role induction procedure designed to enhance expectations for “active client
participation and responsibility within the counseling relationship” (Friedlander & Kaul,
1983), clients in an experimental group increased the proportion of their conversational
turns deemed active vs. passive. Self-references increased for this group, while
references to others decreased. However, the role induction did not produce significant
differences in client or counselor-rated outcome.
In contrast, two studies reported improved outcomes for experimental vs. control
groups when PEI-R Audience expectations were increased using role inductions.
However, in both cases, there was no test of the direct association of changes in Audience
with outcome. Strupp and Bloxom (1973) successfully increased clients’ PEI-R
Audience scores in a film condition and in an interview condition. After 12 weeks of
group therapy, clients in the experimental groups reported increased self-understanding
and satisfaction with their interpersonal relationships, and greater satisfaction with
therapy as well as global and targeted symptom improvement relative to a control group.
In addition, therapist ratings of clients’ attractiveness were higher for those receiving the
role induction. Therapist ratings of improvement and a client-rated Discomfort scale were
not affected by the role inductions. The relationship between expectations and outcomes
was not tested in this study, leaving room for the possibility that other aspects of the role
induction were responsible for positive outcomes. Similarly, Lambert and Lambert
(1984) used a role induction that increased immigrant clients’ expectations for Audience
in individual therapy, and also led to greater client satisfaction, greater self-reported
change and reduced drop out. Again, the association between expectations for taking
verbal initiative and outcome was not directly evaluated.
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Adler and his colleagues created a coding system for assessing the theme of
“personal agency” in clients’ retrospective written narratives about therapy. In an initial
study, participants reporting the highest levels of both subjective well being and ego
development described their experience of therapy in terms of overcoming a temporary
loss of personal power, and tended to minimize the role of the therapist in this process
(Adler & McAdams, 2007). A follow-up study (Adler, Skalina, & McAdams, 2008)
established that higher levels of retrospective agency in these narratives were positively
associated with clients’ current subjective well-being after controlling for multiple other
factors, including narrative coherence, ratings of the therapist’s competence, satisfaction
with treatment, and current mood. Although this study indicated that clients with the best
treatment outcomes saw themselves as having been responsible for their gains, it does not
speak to how they saw their role during the therapy process.
Finally, Tracey and Dundon (1988) compared patterns of change for client role
expectations for clients with good vs. poor outcomes. They found that Audience
expectations increased between the beginning and middle of therapy for the good
outcome group. However, they noted that this group also had lower initial Audience
expectations. This study reported null results for a canonical correlation analysis of the
set of the four subscales of the PEI-R with a combination of “initial outcome” measures,
which included client satisfaction, counseling satisfaction and drop out status after the
first session, but did not examine the relationship of Audience to outcome specifically.
Four studies linking SCA to premature termination from therapy had mixed
results. Lambert and Lambert (1984) found that clients in an experimental group that
increased Audience expectations attended more sessions (out of 6) relative to a control
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group. Aubuchon-Endsley and Callahan (2009) found that dropout was 1.2 times more
likely if Audience scores were either unusually low or unusually high ( > 1 SD from
mean). In a study using the Expectations About Counseling-Form B (Tinsley, 1982)
scale, scores on the Responsibility subscale did not differentiate counseling center clients
who attended only one appointment from those who terminated by mutual agreement
with their therapist following at least two sessions (Hardin, Subich, & Holvey, 1988).
Tracey and Dundon’s (1988) canonical correlation analysis did not provide support for an
association between the PEI-R subscales as a group and a set of dependent variables that
included premature termination.
In summary, empirical work on the construct of SCA, as defined by expectations
for responsibility for contributing to therapy process and outcome, or taking an active
client role, is in a preliminary stage and does not support definite conclusions. In
addition, construct validity questions complicate evaluation of empirical findings relevant
to SCA. The studies described above used both measures that assess expectations for
“responsibility” or internal locus of control for therapy process and outcome, and
measures that focus on expectations for taking verbal initiative. It is unclear how these
different measures overlap or diverge. None have been extensively tested with therapy
and process outcome measures, and several have questionable psychometric properties
(ARM Client Initiative and EAC-B Responsibility) or have been rarely used (Joyce et
al.’s (2000) measure, the TBK). Designs of the studies have varied on multiple
dimensions in addition to instrumentation, including sample size, participant SES and
presenting problems, treatment type, and therapist experience. Findings to date regarding
the relationship of SCA to treatment outcome and/or dropout are mostly null. However,
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results indicate that subjective client agency may be positively related to the therapeutic
alliance as experienced by the client. As the link between a positive therapeutic alliance
and therapy outcome is one of the best replicated findings in psychotherapy research
(Horvath & Bedi, 2002, Orlinsky et al., 2004), the possibility that SCA contributes to the
development of a productive alliance provides a rationale for further investigation of this
construct.
The Present Study
The present study had two main goals. First, we sought to extend the limited
body of correlational findings linking SCA to therapy process and outcome by studying
these relationships in a clinical context in which SCA is explicitly valued. The setting
chosen was the Memphis Veterans Administration Medical Center’s (VAMC) Mental
Health Clinic (MHC). MHC offers an outpatient group therapy program that has
emphasized active client involvement for over 10 years. We reasoned that in such a
setting, effect sizes might be large enough to detect even with a relatively small sample.
In addition, as part of efforts to maximize the impact of its group therapy
program, MHC developed a pre-therapy group orientation for clients newly referred to
the Psychotherapy clinic. This orientation, referred to here as “Readiness,” consists of
three hour-long modules that provide an introduction to the clinic, including basic
psychoeducation about depression, anxiety, stress, and the nature of treatment. Readiness
was originally designed to help veterans identify their stage of change and define
treatment goals, and was also conceptualized in terms of increasing client expectations
for active involvement in treatment (i.e., subjective client agency). The second major
goal of this study was to assess the efficacy of the Readiness orientation in increasing
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SCA. If Readiness increased SCA, and SCA were associated with enhanced therapy
process and outcome in subsequent group therapy, this would constitute evidence that the
orientation works as intended. For the purposes of this study, veterans were assigned to
one of two separate manualized versions of Readiness: a Problem-Solving version, which
included more direct and indirect cues for SCA, and a Psychoeducation version. Thus, in
addition to enabling prospective prediction of outcome, the design of the study was
experimental, allowing evaluation of the effects of a possible mechanism for increasing
SCA. The following specific hypotheses were tested:
1) Levels of subjective client agency were expected to predict more positive
group process, working alliance and outcome in subsequent group therapy.
a. Higher levels of SCA were expected to predict higher levels of group
engagement, and lower levels of avoidance of constructive processing.
b. Higher levels of SCA were expected to predict higher client-rated agreement
regarding the goals of therapy and the tasks to be used to achieve these goals.
c. Higher levels of SCA were expected to predict higher therapist-rated agreement
regarding the goals and tasks of therapy.
d. Higher levels of SCA were expected to predict greater symptom reduction in
the first eight weeks of group therapy
2) A “Problem-Solving” version of the Readiness pre-therapy orientation was
expected to differentially increase SCA, and this difference was expected to be associated
with positive effects on therapeutic alliance and outcome.
a. Participants who received a “Problem-Solving” version of Readiness that
included more cues for taking an active role in treatment were expected to have higher
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SCA at the outset of group therapy than participants who received a “Psychoeducational”
version of the orientation group (manipulation check)
b. Participants who received the “Problem-Solving” version of Readiness were
expected to have more positive client and therapist-rated alliance scores, and greater
symptom reduction in the first eight weeks of group therapy.
c. Positive associations of Readiness version with alliance and outcome measures
were expected to be significantly reduced when SCA was also included in the model,
indicating mediation of the expected version effect by SCA.
No specific predictions were made for the effects of SCA on attrition/attendance.
Method
Participants
Participants were military veterans who were newly referred to the Psychotherapy
Clinic within the Memphis VAMC’s Mental Health Clinic and scheduled to attend the
clinic’s pre-therapy orientation series.

MHC is an outpatient clinic providing

psychotherapy and pharmacotherapy to veterans referred by their primary care physicians
or other hospital providers for any mental health concern. Veterans referred to MHC
typically meet first with a psychiatrist for an intake interview. Following this evaluation,
the veteran may receive an additional referral to the Psychotherapy Clinic. The
Psychotherapy Clinic offers a range of psychoeducational and process-oriented groups, as
well as individual, couples and family therapy. It is staffed by psychologists, psychology
interns, and practicum students from local clinical psychology, counseling psychology
and counseling training programs.
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MHC typically treats male veterans; women are more frequently referred to the
Women’s Clinic, where they participate in a separate orientation series, although they
may also attend MHC therapy groups on request. Veterans referred to the Psychotherapy
clinic may have previously been seen or may concurrently or subsequently be seen in
specialty mental health clinics, including the PTSD clinic (especially for combat trauma
and military sexual trauma) and the Chemical Dependency Clinic (CDC).
Psychotherapy Clinic referrals are reviewed by a psychologist to identify veterans
who have received an intake interview, are not actively psychotic, suicidal or homicidal,
and who live within 150 miles of the clinic. In addition, veterans who are known to be
actively abusing substances are typically asked to complete treatment with CDC prior to
receiving psychotherapy at MHC. If eligible and interested, veterans are scheduled to
attend “Readiness for Change,” a 3-session pre-therapy orientation to the clinic,
presented in a one-hour group format. No other exclusion criteria were used for this
study: all veterans referred to Readiness were eligible to participate in the study.
Ninety of 143 veterans who attended Readiness between February and December
2011 consented to participate in the study (see Figure 1). Participants included
65 African American veterans (72.2%), 24 Caucasian veterans (26.7%), and 1 veteran
identifying as Hispanic, proportions that are representative of the clinic’s population as a
whole. Participants’ ages ranged from 27 to 77 years old, with a mean of 52.8 and a
standard deviation of 9.8. Years of education ranged from 9 to 21 years, with a mean of
13.3 and a standard deviation of 2.2. Diagnostic data were available for a subsample of
59 participants who completed a supplemental consent form authorizing collection of
these data, which are considered sensitive under VA policy. Sixty-six percent of these
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veterans reported having received at least one diagnosis that helped them “understand
their mental health needs”; the most commonly self-reported conditions were depression
(30% of those responding), PTSD (29%) and other forms of anxiety (20%). Less
frequent self-report responses included descriptions of severe mental illness (Bipolar

143 Eligible
53 Excluded
47 Refused
6 Incomplete consents
90 Consented

90 Randomized or
allocated based on
month presenting

48 Allocated to Problem-Solving
43 Completed as allocated
2 Attended both groups
3 Attended < 2 sessions

42 Allocated to Psychoeducation
34 Completed as allocated
2 Attended both groups
6 Attended < 2 sessions

41 Enrolled in group therapy

29 Enrolled in group therapy

31 Completed pre-group
questionnaires

22 Completed pre-group
questionnaires

23 Completed post-group
questionnaires

14 Completed post-group
questionnaires

Figure 1. Flowchart illustrating recruitment, Readiness assignment, and questionnaire
completion
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disorder, “dillusional disorder”), as well as problems with anger, substance use, sleep,
and medical problems. In addition, several veterans responded to this question by
describing strategies for approaching mental health challenges. The most frequently
observed chart-derived diagnoses were minor mood disorders (83%) and substance use
disorders (53%). PTSD (35%), anxiety other than PTSD (31%), and major mood
disorders (22%) were also fairly prevalent. Three participants had been formally
diagnosed with personality disorders.
Procedure
Between February and August 2011, veterans who were scheduled for Readiness
were assigned to the Problem-Solving or Psychoeducation version using a random
numbers table. During this period different clinicians simultaneously provided the two
versions of the Readiness intervention. Twenty-eight veterans were assigned to ProblemSolving and 21 were assigned to Psychoeducation during this phase of the study.
Beginning in September 2011, due to scarcity of resources and a decrease in new
referrals to the clinic, staff decided to offer only one version of Readiness per month.
Versions were subsequently alternated from month to month, such that all veterans
attending in September 2011 received the Psychoeducational version, veterans attending
in October 2011 received the Problem-Solving version, and so on. During this phase of
the study, 20 veterans enrolled in the study received the Problem-Solving version and 21
received the Psychoeducation version. In total, 47 participants were considered
“assigned” to the Problem-Solving version, and 42 were considered assigned to the
Psychoeducation version.
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All veterans attending Readiness were asked to complete intake questionnaires at
the outset of their initial orientation session. Information about the study was also
presented at this time and interested veterans were consented at the end of the session or
following subsequent Readiness sessions if they required additional time for
consideration. Veterans enrolling in the study gave consent for the incorporation of
intake data into the study database and also agreed to be contacted by phone by
researchers for scheduling of subsequent data collection procedures. Data taken from the
intake or “pre-Readiness” questionnaires included demographic information (age,
race/ethnicity, years of school) as well as initial measures of subjective client agency
(TBK Internality and PEI-R Audience), and initial symptoms (see Table 1; Time 1).

Table 1
Measures Completed by Veterans at Time 1, 2 and 3
Pre-Readiness
Pre-Group therapy
(Time 1)
(Time 2)

Post-Group therapy
(Time 3)

Demographics

---

---

TBKa

TBK

---

PEI-Rb

PEI-R

---

Outcome Expectancy

Outcome Expectancy

---

---

---

Working Alliance

---

---

Group Climate

OQ 45.2c

OQ 45.2

OQ 45.2

a

TBK = Der Fragebogen zu therapiebezogenen zu Kontrollerwartungen; bPEI-R =

Psychotherapy Expectancy Inventory – Revised; cOQ 45.2 = Outcome Questionnaire
45.2.
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At the end of the third Readiness session, and again in keeping with standard
clinic protocol, all participants who had attended at least two of three orientation sessions
were invited to sign up for therapy groups offered in the clinic based on their treatment
goals and availability. MHC therapy groups typically run from 8 to 16 weeks, and are
usually facilitated by two staff members, often a psychologist and a trainee. Therapy
groups offered frequently include those that focus on helping veterans manage anxiety,
depression, pain, anger, and/or sleep problems. Veterans who signed up for group therapy
were contacted by phone and asked to come early to their first group session to complete
“pre-group” questionnaires. Upon arriving at the clinic, veterans completed
questionnaires that largely overlapped with those completed at intake (see Table 1; Time
2). Veterans were also asked to complete “post-group” questionnaires before the 8th
meeting of their group. Those who did so received a $5 coupon redeemable at the
hospital cafeteria. Post-group questionnaires included measures of the therapeutic
alliance and current symptom severity (see Table 1; Time 3). Clinicians were also asked
to rate the quality of the therapeutic alliance at Time 3. Attendance records and mental
health diagnoses were obtained by chart review at this time. Veterans who elected not to
sign up for group therapy following the orientation were not followed further.
Eighty-one participants (90%) attended at least two Readiness sessions, and thus
were eligible to sign up for therapy groups (see Figure 1). Seventy of these elected to
enroll in a group. Fifty-three veterans who enrolled in group therapy also completed
Time 2 questionnaires, and 37 completed questionnaires at Time 3. A total of 58
veterans completed questionnaires at either Time 2 or Time 3; 32 completed
questionnaires at both time points.
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Therapy groups attended by study participants were most likely to focus on
anxiety (Anxiety/Worry/Stress Reduction; 36 participants) or anger (16 participants).
Participants also attended groups with a focus on sleep (7 participants), depression (6
participants), pain (3 participants), or a combination of these (2 participants).
Participants attended 24 separate groups; the largest number of participants who attended
the same group together was five. Therapists leading the groups included the three highly
experienced staff psychologists who presented the Readiness intervention; in addition,
four veterans attended groups led by advanced psychology students.
Pre-therapy Orientation (“Readiness”)
MHC staff had developed several versions of Readiness over the years, and were
amenable to manualizing two distinct versions for this study, a “Problem-Solving”
version which included more direct and indirect cues regarding active involvement in
therapy, and a “Psychoeducation” version based on the premise that providing basic
information about common diagnoses and the clinic’s approach to treatment would in
itself enhance SCA (see Appendices A and B for manuals). Both versions of Readiness
included a standardized psychoeducational component delivered in three hour-long
sessions by staff psychologists or advanced graduate students, usually working in pairs.
Depression and Anxiety (Session 1) covers basic symptoms of these two conditions;
Stress/Wellness (Session 2) emphasizes the mind-body connection, and Understanding
Treatment (Session 3) introduces the idea that different resources are available via
different treatment team members (primary care provider, psychologist, social worker,
chaplain). Both versions also included normalization of symptoms, prediction of
positive outcome from treatment, and a rationale for group therapy (see Table 2). The
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Table 2
Orientation Elements and Hypothesized Mechanisms
Orientation element
Examples
Both groups

Theoretical mechanisms

Normalization of common
symptoms

Everyone feels depressed or
anxious
at times.

Reduction of stigma 
retention

Psychoeducation re
disorders, terms, coping
strategies, resources

The stress response
is…resilience is…

Shifts in stage of change
(i.e. contemplation to
preparation)
 retention, benefit

Prediction of positive
outcomes

The good news is that
treatment
usually helps

Enhancement of hope and
outcome expectancy
 retention, benefit

Rationale for
group therapy

Unique benefits of group
therapy
include…

Reduction of stigma,
enhancement of outcome
expectancy  retention,
benefit

In-session skill practice

Calm breathing exercise

Immediate benefit, mastery
experience  retention,
benefit

References to role of client
as active

Today we will provide
information that will
hopefully put you closer to
making some personal
changes; therapy will not
fix your problems with a
magic wand… but will give
you a skill set

SCA  benefit

Problem-Solving version only
Elaboration on role of client
as active

The most important
treatment factor is “ME”;
the goal is to figure out how
you can apply this
information to your
situation

SCA  benefit

(Table continues)
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Table 2 (continued)
Orientation Elements and Hypothesized Mechanisms
Orientation element
Examples

Theoretical mechanisms
SCA  benefit

Eliciting accounts of past
active coping

What have you tried so far?

Individual goal-setting or
“problem-solving”

Write the problem that
SCA, and shifts in stage of
brings you here or the thing change  benefit
you most want to do
differently in your life on an
index card; what are
changes you would like to
make in your coping
strategies; what is one
realistic next step for you
this week?

Problem-Solving manual included additional direct and indirect messages about the
client’s responsibility in treatment planning and applying skills learned to “make
changes” (see Table 2 for examples). Most notably, in each Problem-Solving
session, veterans were coached to identify specific individual treatment goals, strategies
for achieving these, and realistic next steps they could take between Readiness sessions.
Veterans were prompted to write their goals and action steps on an index card and carry it
with them through the week. In sessions 2 and 3, therapists asked veterans to share their
experience with implementing their planned steps and were assisted to brainstorm
adjustments to their goals and strategies. In concert with direct messages, these goalsetting or “problem-solving” exercises were intended to further enhance SCA by having
veterans experience being active in treatment planning, applying the psychoeducational
material presented in the three modules and receiving reinforcement for this.
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Following manual development, a study conducted concurrently with the main
study reported here asked undergraduate psychology students to read one or the other of
the two manual versions and rate its credibility using the first three items of the
Credibility/Expectancy Questionnaire (CEQ; Devilly & Borkovec, 2000). Contrary to
expectations, undergraduates considered the Psychoeducation version somewhat more
credible (M = .58, SD = .70; where scores are averaged standardized scores, as the three
items have disparate scales) compared to the Problem-Solving version (M = .27, SD =
.64), t(74) = 1.97, p < .10, d = .46.
Initial training of staff in delivery of the two Readiness manuals took place at two
hour-long meetings led by the first author, in which an overview of the project was
presented, the manuals were discussed in detail, and questions answered. All three MHC
psychologists were present at these meetings; they subsequently trained advanced
graduate students who assisted in delivering Readiness. Effort was made to refer to the
two manuals by the names “Problem-Solving” and “Psychoeducation” rather than
“experimental/control” to emphasize that both versions were intended to operationalize
mechanisms hypothesized to increase SCA.
Measures
Demographics. Participants completed a brief demographic questionnaire
indicating their age, ethnic/racial identity, and years of school completed. In addition,
veterans were asked to respond to the following question: Have you received any
diagnoses that are helpful to you in understanding your current mental health needs?
Current psychiatric diagnoses assigned to participants by providers were obtained via
chart review.
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Predictor variables. For this study, subjective client agency was assessed using
the Psychotherapy Expectancy Inventory-Revised Audience factor (PEI-R; Berzins,
1971) and the Questionnaire on Control Expectancies in Psychotherapy Internality factor
(TBK-I; Delsignore, Schnyder, and & Znoj, 2006). The PEI-R Audience factor is the
best validated measure available for client expectations for taking verbal initiative in
psychotherapy, with good internal consistency (α’s from .73-.93), and moderate testretest reliability (r = .60, 1 week). Construct validity for the Audience factor is
acceptable, as evidenced by its stronger correlations with expectations for an egalitarian
therapeutic relationship with the therapist vs. expectations for receiving advice and/or
approval from the therapist.

Respondents are asked to rate their role expectations using

a 7-point scale anchored by not at all (1), and very strongly (7). Sample Audience items
include How strongly do you expect to lead the way in bringing up topics to talk about?
and How strongly do you expect to feel as though you were ‘in charge’ of the hour? See
Appendix C for a copy of this instrument.
The TBK Internality factor assessed the extent to which clients see positive
psychotherapeutic processes and outcomes as determined by their own activity (internal
locus of control for therapy process and outcome). The TBK was developed by a Swiss
team to apply the locus of control construct (Levenson, 1981) to the specific domain of
psychotherapy. An initial psychometric study (Delsignore et al., 2006) found that
Internality had good internal consistency (α = .81). One-week test-retest reliability was
.76. Construct validity was evidenced by Internality’s positive associations with general
internal locus of control and general self-efficacy and negative associations with
depression and a global symptom measure. Items are rated using a 6-point scale
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anchored by strongly disagree (0) and strongly agree (5). Sample items include Whether
I can handle my problem better after treatment ultimately depends on me and Whether my
concerns and priorities are addressed in the therapy depends mostly on me. An English
translation of the TBK, prepared in collaboration with the scale’s Swiss author, was used
in this study (see Appendix D).
The Credibility/Expectancy Questionnaire (CEQ; Devilly & Borkovec, 2000) was
used to assess participants’ pre-orientation and pre-treatment outcome expectancy.
Outcome expectancy is assessed by items that use different scales, not at all (1) to very
much (9) and 0-100%, requiring standardization prior to calculating factor scores.
Participants are asked to indicate the extent to which they “really feel” therapy will
reduce their symptoms, and how much improvement in their symptoms they “think”
and/or “really feel” will occur by the end of the therapy period. Devilly & Borkovec
(2000) reported good internal consistency for outcome expectancy items, α’s = .79-.90,
and 1 week test-retest reliability of .82. Outcome expectancies have been shown to
predict subsequent outcome in psychotherapy (Arnkoff, Glass, & Shapiro, 2002;
Greenberg, Constantino, & Bruce, 2006).
Criterion variables. Several measures recommended by the American Group
Psychotherapy Association’s CORE-R Task Force (Johnson, Burlingame, Olsen, Davies,
& Gleave, 2005; Strauss, Burlingame, & Bormann, 2008) were used to assess therapeutic
process and outcome, including “short” forms of the Working Alliance Inventory, the
Group Climate Questionnaire (MacKenzie, 1983), and the Outcome Questionnaire 45.2
(Lambert et al., 2004).
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Client perceptions of the working alliance were measured with the revised short
version of the Working Alliance Inventory developed by Hatcher and Gillaspy (2006;
WAI-SR). Therapists completed the Working Alliance Inventory-Short form developed
by Tracey and Kokotovic (1989; WAI-S). Both measures assess the positive relationship
between client and therapist(s) (Bond subscale) as well as agreement about goals to be
pursued in treatment (Goals subscale) and the way in which these goals will be pursued
(Tasks subscale). WAI-SR subscale items are rated on a scale anchored by never (1) and
always (5). WAI-S items are rated on a scale anchored by never (1) and always (7).
Hatcher and Gillaspy (2006) reported good internal consistency for the WAI-SR
subscales (α’s > .80). Subscale alphas for the WAI-S varied from .68 to .87 (Tracey &
Kokotovic (1989).
The Group Climate Questionnaire – Short Form (MacKenzie, 1983) was used to
assess clients’ perceptions of the level of engagement, avoidance of responsibility, and
conflict in their therapy group. The GCQ’s Engaged factor consists of items assessing
degree of self-disclosure, mutual liking and work orientation among group members.
Studies using GCQ Engaged have often found positive links between this factor and
treatment outcome (McClendon & Burlingame, 2011). Internal consistency for GCQ
Engaged has been acceptable or better (α’s 70 to .94; Johnson et al., 2005; Johnson et al.
2006). The GCQ’s Avoiding subscale was intended to measure the extent to which
individual group members are influenced by group pressures and avoid responsibility for
their own change process. Avoiding has shown poor internal consistency in some
previous studies (.36 to .92; Johnson et al., 2005; Johnson et al. 2006) and has not been
reliably linked to treatment outcome, but was included in this study due to its conceptual
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overlap with SCA. The GCQ Conflict subscale measures hostility between group
members. Conflict has negatively predicted treatment outcome in some studies, but in
others, particularly studies of psychodynamic interventions, has been positively related to
outcome (McClendon & Burlingame, 2011). Conflict has shown generally acceptable
internal consistency (.69 to .88; Johnson et al., 2005; Johnson et al. 2006). GCQ items
are rated on a scale anchored by not at all (0) to extremely (6). GCQ Engaged items
include The members liked and cared about each other and The members revealed
sensitive personal information or feelings. GCQ Conflict items include The members
distrusted and rejected each other. GCQ Avoiding items include The members avoided
looking at important issues going on between themselves.
The Outcome Questionnaire 45.2 (OQ-45.2; Lambert et al., 2004) was used to
assess clients’ symptom change over the course of treatment in the clinic. Items are
conceptualized in terms of three domains: subjective discomfort, interpersonal relations,
and social role performance. Overall OQ scores are positively associated with measures
of depression, anxiety, as well as other global symptom measures (Lambert et al., 2004;
Umphress et al., 1997). Internal consistency and test-retest reliability are both high
(average α = .93, range from .78 to .84 respectively). Items are rated on a scale anchored
by never (0) to almost always (5). Sample items from the OQ 45.2’s three domains
include I feel no interest in things, I have frequent arguments, and I feel that I am not
doing well at work/school.
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Results
Data Screening and Variable Construction
The data set used for study analyses included questionnaires completed by 84 of
90 participants. Data for four participants were excluded because clinic staff had
concerns about their ability to accurately complete questionnaires (2 participants), or
because they were still in the process of completing group treatment (2 participants).
One additional participant completed no study measures. Data for another participant
were excluded when data screening indicated that his responses were extreme on most
measures and also inconsistent across time.
Prior to testing of study hypotheses, all variables were examined for accuracy of
data entry, missing values, and univariate normality (standardized skew and kurtosis <
|2.58|). For all scales and subscales except the OQ 45.2, therapist-rated Working Alliance
Inventory, GCQ Conflict, and GCQ Avoiding, scores were calculated if no more than one
item in the scale was missing. Cronbach’s alphas for all scales for which this was done
were .7 or higher, indicating acceptable or better internal consistency. The OQ 45.2 was
scored as follows, based on the manual and guidance from OQ Measures LLC staff:
questionnaires were considered invalid if more than 10% of items were missing;
otherwise missing items were replaced with the mean of the items present for the relevant
subscale. There were no missing values on the therapist-rated Working Alliance
Inventory (T-WAI). Therapists provided complete T-WAI measures for 42 participants,
but declined to provide alliance ratings for 14 participants who they did not recall clearly
at the time of rating – generally this pertained to participants who attended only one or
two sessions of the group. Because internal consistency for the GCQ Conflict and GCQ
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Avoiding subscale scores was questionable, scores were only calculated if all items were
present.
A series of dichotomous variables was created by categorizing diagnoses obtained
via chart review and participants’ responses to the question “Have you received any
diagnoses that are helpful to you in understanding your current mental health needs? If
so, please list them below. If not, please write “none.” Eight of these categories were
suitable for further quantitative analysis (splits less extreme than 90/10), including selfreported depression, anxiety (except PTSD), and PTSD, as well as chart-derived minor
and major mood disorders, anxiety (except PTSD), PTSD, and substance abuse disorders
As noted above, following data screening, data for one participant were excluded
from the data set due to extreme values on multiple measures and highly inconsistent
responding across time. Two cases with outlying (extremely low) TBK Internality
ratings were examined further. One of these was a participant who left the clinic after
completing the intake questionnaire, but without participating in the remainder of the first
Readiness session; he also did not attend subsequent Readiness sessions. Time 1 TBK
Internality was set to missing for this case (z = -.4.67). The value for a second case with
a standardized score of -3.49 was truncated by setting it equal to the next lowest value.
Following these adjustments, TBK Internality scores at both Time 1 and Time 2
continued to be negatively skewed, but within acceptable limits.
Two variables were transformed to improve normality: an inverse transformation
was applied to years of school completed to reduce positive skew; T-WAI Bond was logtransformed to reduce negative skew.
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Descriptive Statistics
Descriptive statistics for predictor and criterion variables are presented in Table 3.
On average, at both Time 1 and Time 2, participants had generally positive expectations
for benefitting from treatment in the clinic, “somewhat” agreed with items denoting
internal locus of control for therapy process and outcome (TBK Internality), and had
more neutral expectations for taking verbal initiative in therapy (PEI-R Audience). On
the OQ 45.2, participants in this study reported higher average symptoms at all three time
points than norms reported in the instrument’s manual for both outpatients (M = 83.1, SD
= 22.2) and inpatients (M = 88.8, SD = 26.7), well above the level defined as
“Recovered” ( < 63; Lambert et al., 2004).
A paired-samples t-test indicated that pre-test symptoms (M = 96.0, SD = 19.8)
and post-test symptoms (M = 93.2, SD = 16.0) were not significantly different, t = .90, p
= .38, for the 27 participants for whom these data was available at both time points..
Comparison with the OQ 45.2’s Reliable Change Index score (Lambert et al., 2004)
indicated that scores for 17 veterans were “Unchanged” (change scores of less than 14)
while six were “Improved” and four “Deteriorated.”
At Time 3, participants assessed most items pertaining to the working alliance
with the group therapists as “fairly often” positive (~3 on a scale of 1-5), and therapists
saw clients similarly, providing average ratings of “sometimes” for questions assessing
the quality of the therapeutic bond, as well as ratings of agreement between client and
therapist on therapeutic goals and tasks (~4 on a scale of 1-7). Group Climate
Questionnaire (GCQ) ratings indicated that participants saw their group’s members as
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Table 3
Means (and Standard Deviations) for Predictors and Criterion Measures
Pre-Group
Post-Group
Pre-Readiness
therapy
therapy
Time 1 (N = 84)
Time 2 (N = 49)
Time 3 (N = 34)
Improvement Expected (%)
43 (27)
48 (23)
TBKa Internality

4.0 (.67)

4.1 (.73)

PEI-Rb Audience

3.6 (1.4)

3.4 (1.1)

101.1 (21.9)

98.6 (21.1)

OQ 45.2c
OQ 45.2 Change

94.2 (16.4)
-2.7 (15.5)

C-WAId Bond

3.2 (.95)

C-WAI Goals Agreement

3.1 (.98)

C-WAI Tasks Agreement

3.2 (.87)

GCQe Engaged

3.4 (1.2)

GCQ Conflict

1.1 (.73)

GCQ Avoiding

2.8 (1.2)

T-WAIf Bond

4.6 (.97)

T-WAI Goals Agreement

4.4 (1.0)

T-WAI Tasks Agreement

4.1 (1.0)

Note. N = 51 for T-WAI ratings.
a

TBK = Der Fragebogen zu therapiebezogenen zu Kontrollerwartungen; bPEI-R =

Psychotherapy Expectancy Inventory – Revised; cOQ 45.2 = Outcome Questionnaire
45.2 dC-WAI = client-rated Working Alliance Inventory; eGCQ = Group Climate
Questionnaire; fT-WAI = therapist-rated Working Alliance Inventory.

27

“moderately” engaged in the group process (caring about , trying to understand,
disclosing to and challenging each other), “somewhat” to “moderately” avoidant of
responsibility for change , and “a little bit” interpersonally hostile or distant from each
other.
Zero-order correlations for Time 2 predictors with demographic and diagnostic
variables are presented in Table 4. TBK Internality and Audience were weakly
positively correlated at Time 2, but this relationship was not statistically significant. In
the larger Time 1 sample, this relationship was somewhat stronger, r = .336, p < .05. At
Time 2, participants with higher scores on pre-treatment TBK-I and Audience ratings
reported more positive outcome expectancies and fewer total symptoms. Veterans with
chart-derived milder mood disorders had lower scores on both SCA measures; those with
chart-derived PTSD diagnoses had lower TBK-I scores and veterans with self-reported
anxiety had higher Audience scores.
Zero-order correlations between criterion variables are presented in Table 5.
Some criterion variables covaried in theoretically expected directions while others did
not. As expected, the client-rated Working Alliance Inventory subscales were highly
inter-correlated, as were therapist WAI ratings. Client and therapist ratings were
moderately similar for each subscale. Unexpected results included the finding that
neither client nor therapist ratings of the working alliance were significantly related to
change in symptoms from pre to post-treatment. The strongest relationship observed in
this respect was between client-rated agreement on Tasks and pre-to-post symptom
change, r(22) = -.267, p = .204.

In addition, the direction of the relationship for ratings

of engaged and conflictual group process with symptom change was contrary to
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Table 4
Correlations between Predictors
a

OEd

OQ
45.2e

.095

.253†

-.282†

.196

.058

-.013

-.171

.404**

-.294†

.124

.316†

-.006

.108

-.082

-.370*

-.147

-.375**

--

-.008

.079

-.199

-.129

.029

--

-.052

.170

-.014

-.131

--

-.280†

.331*

.243

--

.106

.045

Self-reported Depression

--

.553**

Self-reported Anxiety

-(Table continues)

TBK-I (Time 2)
Audience (Time 2)
Age
Education (years)

TBK-I
(Time 2)

Audienceb

Age

Education
(years)
Racec

--

.219

-.125

.154

--

-.085
--

SelfSelfreported
reported
Depression Anxiety

Race
OE (Time 2)
OQ 45.2 (Time 2)
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Table 4 (continued)
Correlations between Predictors
Self-reported
PTSD
TBK-I (Time 2)
Audience (Time 2)
Age
Education (years)
Racec
OE (Time 2)
OQ 45.2 (Time 2)
Self-reported Depression
Self-reported Anxiety

Chart-derived
Mood

Chart-derived
Severe Mood

Chart-derived
Anxiety

Chart-derived Chart-derived
PTSD
Substance Use

.118

-.276†

.163

-.009

-.281†

.143

.080

-.269

-.104

.056

-.098

-.287†

-.293*

.111

-.137

-.084

.007

.014

.059

-.104

-.023

.185

-.025

.024

.012

.093

.199

-.023

.330*

.016

-.204

-.118

.008

.019

-.447**

-.037

.256

.085

.173

-.158

.341*

.324†

.098

.009

.157

-.107

-.155

.318*

.384**

.000

-.023

.157

.019

.200
(Table continues)
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Table 4 (continued)
Correlations between Predictors

Self-reported PTSD
Chart-derived Mood

Self-reported
PTSD

Chartderived
Mood

Chart-derived
Severe Mood

--

-.113
--

Chart-derived Severe Mood
Chart-derived Anxiety
Chart-PTSD
Chart-derived Substance Use
a

Chart-derived
Anxiety

Chartderived
PTSD

Chart-derived
Substance Use

.080

.005

.461**

.125

-.192

.109

-.053

-.076

--

-.182

.045

.106

--

-.016

-.172

--

.048
--

TBK-I = Der Fragebogen zu therapiebezogenen zu Kontrollerwartungen, Internality factor; b Audience = Psychotherapy Expectancy

Inventory – Revised Audience factor; cAfrican American coded as 1, Caucasian coded as 2; dOE = Outcome expectancy; eOQ 45.2 =
Outcome Questionnaire 45.2.
†p < .10. *p < .05. **p < .01.
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Table 5
Correlations between Criterion Measures
GCQa
GCQ
GCQ
Engaged Conflict Avoiding

C-WAIb
Bond

C-WAI
Goals

C-WAI
Tasks

T-WAIc
Bondd

T-WAI
Goals

T-WAI
Tasks

OQ 45.2e
Time 3

ΔOQ
3-2f

GCQ Engaged
GCQ Conflict
GCQ Avoiding
C-WAI Bond
C-WAI Goals

--

-.112

.178

.456**

.621**

.491**

-.308†

.302†

.329†

-.191

.302

--

.128

.048

-.040

.083

.082

-.242

-.237

.313†

-.154

--

.093

.143

.216

.171

-.170

-.144

-.323†

.001

--

.710**

.716**

-.352*

.197

.368*

-.126

-.162

--

.862**

-.313†

.289

.354*

-.183

.012

--

-.391*

.311†

.456*

-.212

-.267

--

-.850**

-.816**

-.096

.123

--

.926**

-.034

-.058

C-WAI Tasks
T-WAI Bond
T-WAI Goals
T-WAI Tasks

--
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-.088
-.109
(Table continues)

Table 5 (continued)
Correlations between Criterion Measures
GCQa
GCQ
GCQ
Engaged Conflict Avoiding

C-WAIb
Bond

C-WAI
Goals

OQ 45.2 Time 3

C-WAI
Tasks

T-WAIc
Bondd

T-WAI
Goals

T-WAI
Tasks

OQ 45.2e
Time 3

ΔOQ
3-2f

--

.212

ΔOQ 3-2
a

--

GCQ = Group Climate Questionnaire; bC-WAI = client-rated Working Alliance Inventory; cT-WAI = therapist-rated Working

Alliance Inventory; dlog transformed; eOQ 45.2 = Outcome Questionnaire 45.2; fΔOQ3-2 = Change in OQ 45.2 between Time 2 and
Time 3, negative scores indicate improvement.
†p < .10. *p < .05. **p < .01.
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predictions that outcomes for group members would be more positive when the group is
more engaged and less conflictual.
Zero-order correlations for Time 2 predictors, demographic and diagnostic
variables with criterion variables are presented in Table 6. Veterans reported higher total
self-reported symptoms at Time 3 when they were more distressed at Time 2, selfidentified as having PTSD, or were diagnosed by providers as having PTSD or SUD.
Level of pre-treatment symptoms was the only significant predictor of pre-to-post
symptom change based on zero-order correlations.
Reliability of SCA Measures
Internal consistency was good for the TBK at both Time 1 and Time 2 (α’s .83,
.79 respectively).

Internal consistency for Audience was slightly stronger (Time 1 α =

.91, .Time 2 α = 85).
Predictors of Participation and Questionnaire Completion
Table 7 presents attendance, enrollment and questionnaire completion statistics
for Problem-Solving and Psychoeducation participants separately and for the sample as a
whole. In addition, the “Mixed” category denotes three participants who enrolled after
September 2011 and attended at least one session of both Problem-Solving and
Psychoeducation, as they elected to repeat sessions in consecutive months. The following
variables were tested for ability to predict each category: Readiness version, TBK-I and
Audience, age, race, education, outcome expectancy and initial distress. TBK-I was the
only variable significantly associated with the likelihood of attending two or more
Readiness sessions, t(77) = -2.032, p < .05. Eight veterans who did not attend Readiness
twice and thus were not eligible to sign up for group therapy had lower TBK-I scores (M
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Table 6
Correlations for Predictors with Time 3 Group Process, Alliance, and Self-Reported Symptoms
GCQa
GCQ
GCQ
C-WAIb C-WAI C-WAI T-WAIc T-WAI
Engaged Conflict Avoiding
Bond
Goals
Tasks
Bondd
Goals
g
TBK-I
.493**
.005
-.256
.022
.337†
.237
.003
.092
(Time 2)

T-WAI
Tasks

OQ
45.2e

ΔOQ
3-2f

.120

.045

.294

Audienceh
(Time 2)

.234

.052

.027

.262

.335†

.056

.006

.130

.207

.005

.257

Age

-.214

-.047

-.073

.088

-.007

-.012

-.133

.101

.148

.035

.120

Education
(years)i

.022

-.324†

.036

-.373*

-.094

-.244

.116

.061

.013

-.090

.035

Racej

-.189

-.224

-.349†

.127

-.083

.009

-.395**

.228

.263†

.122

-.302

OEk
(Time 2)

.209

-.143

-.021

-.085

.334

.243

-.091

.350*

.472**

-.098

.238

OQ 45.2
(Time 2)

-.233

.458*

-.193

.116

-.081

.151

-.168

-.047

-.065

.644**

- .611**

Self-Depression

.394†

.278

.128

.197

.296

.386†

-.389*

.350*

.403*

.374†

.129

Self-Anxiety

.273

.231

.113

.130

.189

.112

-.136

.090

.101

.385†
.030
(Table continues)
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Table 6 (continued)
Correlations for Predictors with Time 3 Group Process, Alliance, and Self-Reported Symptoms
GCQa
GCQ
GCQ
C-WAIb C-WAI C-WAI T-WAIc T-WAI
Engaged Conflict Avoiding
Bond
Goals
Tasks
Bondd
Goals

T-WAI
Tasks

OQ
45.2e

ΔOQ
3-2f

Self-PTSD

.118

-.173

-.297

.105

-.126

-.039

-.158

.037

-.025

.484*

.084

Chart-Mood

-.239

.008

.380†

.117

-.052

.366†

-.094

.013

.115

-.230

-.329

Chart-SMoodl

-.079

.235

-.404†

-.246

-.403†

-.315

.011

-.123

-.074

.412†

.279

Chart-Anxiety

-.174

-.268

.370†

-.288

-.254

-.328

.037

.048

-.048

.010

.190

Chart-PTSD

-.230

-.049

.084

.372†

-.149

-.056

-.145

-.030

-.042

.427*

-.216

Chart-SUD

-.101

.353†

-.087

-.192

-.247

-.189

-.115

.202

.190

.465*

.021

a

GCQ = Group Climate Questionnaire; bC-WAI = client-rated Working Alliance Inventory; cT-WAI = therapist-rated Working

Alliance Inventory; dlog transformed; eOQ45.2 = Outcome Questionnaire 45.2; fΔOQ3-2 = Change in OQ 45.2 between Time 2 and
Time 3, negative scores indicate improvement; gTBK-I = Der Fragebogen zu therapiebezogenen zu Kontrollerwartungen, Internality
factor; hPEI-R = Psychotherapy Expectancy Inventory – Revised iinverse-transformed; jAfrican-American coded as 1; Caucasian
coded as 2; kOE = Outcome expectancy; lSMood = Severe Mood.
†p < .10. *p < .05. **p < .01.
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Table 7
Participation in Clinical and Research Activities by Readiness Version
Mean #
Participated
Provided
> 1 Readiness
group
in
data
session
therapy
group therapy at Time 2
sessions

Provided
data
at Time 3

PSa (N = 43)

40 (93%)

37 (86%)

28 (65%)

4.8 (SD 2.4)

21 (48%)

PEb (N = 38)

33 (87%)

28 (74%)

21 (55%)

5.2 (SD 2.3)

13 (34%)

Mixed (N = 3)

3 (100%)

0 (0%)

NA

NA

NA

Total (N = 84)

76 (90%)

65 (80%)

49 (61%)

5.0 (SD 2.3)

34 (42%)

a

PS = Problem-Solving; bPE = Psychoeducation.

= 3.5, SD = .84; scores were missing for three of eight) compared to those who
completed Readiness (M = 4.1, SD = .64). Eligible veterans who enrolled in group
therapy following Readiness had lower Audience scores, (M = 3.4, SD = 1.2) compared
to those who did not (M = 4.6, SD = 1.5), t(72) = 2.73, p <.01. Veterans who completed
pre- treatment (Time 2) questionnaires had higher TBK-I scores (M = 4.2, SD = .62) than
those who did not (M = 3.8, SD = .65), t(61) = -2.15, p < .05. There was also a trendlevel effect for education in which veterans who provided Time 2 data had attended fewer
years of school, (M = 13.1, SD = 2.3), t(62) = -1.87, p < .10 (inverse transformation
of education) than those who did not (M = 14.1, SD = 2.0). More educated veterans also
attended fewer total sessions of their group, r(64) = .334, p < .01 (inverse transformation
of education). In addition, group attendance was related to TBK-I scores at trend-level
significance, such that veterans with higher internal locus of control for therapy process
and outcome attended more group sessions, r(63) = .213, p < .10. Completion of Time 3
questionnaires was predicted by the same variables that predicted completion of Time 2
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questionnaires. Veterans who were willing to provide data at Time 3 were less well
educated (M = 12.8, SD = 1.99), t(62) = -2.25, p < .05 than those who declined (M =
13.99, SD = 2.4). They also reported higher internal locus of control for therapy (M =
4.3, SD = .57 vs. M = 3.8, SD = .66), t(61) = -2.839, p < .01.
Relationship of Pre-treatment SCA to Group Process Measures (Hypothesis 1a)
Zero-order correlations for pre-treatment SCA measures with group therapy
process and outcome variables are presented in Table 6. Correlations for demographic
and diagnostic variables with process and outcome variables are presented in this table as
well. Pre-group (Time 2) TBK-I and Audience were expected to be positively related to
subsequent measures of group engagement, and negatively related to avoidant group
process. No prediction was made for the relationship of SCA to conflictual group
process.
As expected, TBK-I was significantly associated with higher client ratings of
group engagement (GCQ Engaged) at Time 3, r(25) = .493, p < .01. Audience was
weakly positively correlated with GCQ Engaged, but this relationship was not significant
relationship was not significant at p < .05. The relationship between Audience
expectations and GCQ Avoiding was near zero. Correlations for both SCA measures
with GCQ Conflict were near zero.
Partial correlations were calculated to test for changes in these relationships when
holding pre-group (Time 2) outcome expectancy and symptom severity constant (see
Table 8). Demographic and diagnostic variables were not included in these models, as
none were correlated with group process measures at p < .05. TBK Internality continued
to predict GCQ Engaged when outcome expectancy and self-reported symptoms were
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Table 8
Partial Correlation Models for SCA with Group Climate Questionnaire
Partial r
Zero-order r
for GCQ subscales with
with GCQa subscales
OQ2b and OEc
GCQ Engaged
TBKd Internality

.493** (N = 27)

.536* (N = 22)

PEI-Re Audience

.234 (N = 26)

.097 (N = 21)

GCQ Avoiding
TBK-I

-.256 (N = 27)

-.446* (N = 22)

PEI-R Audience

.027 (N = 26)

-.020 (N = 21)

GCQ Conflict
TBK-I

.005 (N = 26)

.167 (N = 21)

PEI-R Audience

.052 (N = 25)

.155 (N = 20)

a

GCQ = Group Climate Questionnaire; bOQ2 = Time 2 Outcome

Questionnaire 45.2; cOE = Time 2 Outcome expectancy; dTBK = Der
Fragebogen zu therapiebezogenen zu Kontrollerwartungen; ePEI-R =
Psychotherapy Expectancy Inventory – Revised.
*p < .05. ** p < .01.

statistically controlled. The negative relationship between TBK-I and GCQ Avoiding
was stronger and significant when holding outcome expectancy and self-reported
symptoms constant. The relationship of Audience to GCQ Engaged was weaker
following inclusion of the covariates. Audience continued to be unrelated to GCQ
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Avoiding. Relationships for both measures with GCQ Conflict were stronger but nonsignificant.
Relationship of Pre-treatment SCA to Client-rated Alliance (Hypothesis 1b)
Pre-group (Time 2) TBK-I and Audience were expected to predict a stronger
client-rated alliance, as operationalized by client perceptions of greater agreement on the
goals and tasks of therapy. Zero-order correlations (Table 6) were not significant at p <
.05 for these relationships; however, two findings at trend-level significance were noted.
Client-rated WAI Goals (C-WAI Goals) agreement was predicted by both TBK-I and
Audience at p < .10. There were weak, non-significant correlations for TBK-I with
client-rated WAI Tasks (C-WAI Tasks), and for Audience with client-rated WAI Bond
(C-WAI Bond).
As above, partial correlations were calculated for relationships between SCA and
client-rated alliance when holding outcome expectancy and self-reported symptoms at
pre-treatment constant (see Table 9). Years of education was included as a covariate for
models of C-WAI Bond, as zero-order correlations indicated that veterans with more
education rated their bond with the therapist more positively, r(31) = -.373, p < .05
(inverse transformation of education). Results indicated that TBK-I was no longer
associated with C-WAI Goals. Audience continued to be positively associated at trendlevel significance with C-WAI Goals. When controlling for outcome expectancy, selfreported symptoms and years of education, the relationship between Audience and CWAI Bond was stronger, but remained non-significant. Other relationships between SCA
and client-rated alliance were weaker or unchanged.
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Table 9
Partial Correlation Models for SCA with Client-Rated Working Alliance Inventory
Zero-order r
Partial r for
with Client-rated
Client-rated WAI
WAIa subscales
with OQ2b and OEc
Client-rated WAI Bond
TBK-Id

.022 (N = 28)

.070 (N = 23)

PEI-Re Audience

.262 (N = 27)

.324 (N = 22)
Client-rated WAI Goals

TBK-I

.337† (N = 28)

.139 (N = 23)

PEI- R Audience

.335† (N = 27)

.413† (N = 22)

Client-rated WAI Tasks
TBK-I

.237 (N = 26)

.046 (N = 21)

PEI-R Audience

.056 (N = 25)

.082 (N = 20)

Note. Models for client-rated WAI Bond also include education as a covariate.
a

WAI = Working Alliance Inventory; bOQ2 = Time 2 Outcome Questionnaire 45.2; cOE

= Time 2 Outcome expectancy; dTBK = Der Fragebogen zu therapiebezogenen zu
Kontrollerwartungen; ePEI-R = Psychotherapy Expectancy Inventory – Revised.
†p < .10.

Relationship of Pre-treatment SCA to Therapist-rated Alliance (Hypothesis 1c)
Pre-group (Time 2) TBK-I and Audience were expected to predict a stronger
therapist-rated alliance, as operationalized by therapist perceptions of greater agreement
on the goals and tasks of therapy. Zero-order correlations (Table 6) were not significant
at p < .05 for these relationships; correlations were weakly positive or near zero.
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As above, partial correlations were calculated for relationships between SCA and
therapist-rated alliance, when holding outcome expectancy and self-reported symptoms at
pre-treatment constant (see Table 10). Race (where 1 = African-American and 2 =
Caucasian) and self-reported depression were included as covariates for models of T-

Table 10
Partial Correlation Models for SCA with Therapist-Rated Working Alliance Inventory
Partial r
Zero-order r
for Therapist-rated WAI
with Therapist-rated
with OQ2b, OEc and
a
WAI Subscales
Self-reported Depression
Therapist-rated WAI Bond
TBKd-Internality

.003 (N = 40)

.184 (N = 29)

PEI-Re Audience

.006 (N = 39)

-.030 (N = 28)

Therapist-rated WAI Goals
TBK-Internality

.092 (N = 40)

-.134 (N = 29)

PEI-R Audience

.130 (N = 39)

-.043 (N = 28)

Therapist-rated WAI Tasks
TBK-I

.120 (N = 40)

-.269 (N = 29)

PEI-R Audience

.207 (N = 39)

.087 (N = 28)

Note. Models for T-WAI Bond also include race as a covariate. TWAI Bond is logtransformed.
a

WAI = Working Alliance Inventory; bOQ2 = Time 2 Outcome Questionnaire; cOE =

Time 2 Outcome expectancy; dTBK = Der Fragebogen zu therapiebezogenen zu
Kontrollerwartungen; ePEI-R = Psychotherapy Expectancy Inventory – Revised.
All ps > .05.
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WAI Bond (log-transformed), as zero-order correlations indicated that therapists rated the
therapeutic bond more positively when veterans were white, r(49) = -.395, p < .01 or
self-identified as depressed, r(37) = -.328, p < .05. Self-reported depression was also
included in the models for T-WAI Goals and T-WAI Tasks; again therapists rated their
agreement on goals and tasks higher for veterans who self-identified as depressed. When
controlling for covariates, all relationships between SCA and alliance measures continued
to be non-significant.
Relationship of Pre-treatment SCA to Symptom Change (Hypothesis 1d)
Pre-treatment (Time 2) TBK-I and Audience were expected to predict greater
benefit from treatment as measured by reductions in self-reported symptoms on the OQ
45.2. Contrary to this prediction, TBK-I and Audience were both weakly positively
correlated with symptom change between pre and post-treatment (see Table 6; negative
change scores signify improvement).
As above, partial correlations were calculated for relationships between SCA and
symptoms at Time 3, when holding pre-treatment outcome expectancy and symptoms
constant (see Table 11). When statistically controlling for outcome expectancy and selfreported symptoms at Time 2, the positive relationship between TBK-I and Time 3
symptoms was stronger, although still non-significant, r(20) = .342, p =.119., while
Audience was less strongly related to symptom change, r(19) = .139, p =.548.
To further explore these unexpected results, several additional models were tested.
While predictors other than pre-treatment symptoms did not have significant relationships
with symptom change, both race and Chart-derived Mood disorders were negatively
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Table 11
Partial Correlation Models for SCA with Pre to Post-Symptom Change
Zero-order r
Partial r
Partial r
a
b
with ΔOQ3-2
for OQ3 with
for OQ3 withOQ2, OE
Time 3-2
OQ2c and OEd
and Chart-derived Mood
TBK-Ie

.294 (N = 29)

.324 (N = 24)

.075 (N = 19)

PEI-Rf Audience

.257 (N = 28)

.139 (N = 22)

.026 (N = 18)

a

ΔOQ 32 = Change in OQ 45.2 between Time 2 and Time 3, negative scores indicate

improvement; bOQ3 = Time 3 Outcome Questionnaire 45.2; cOQ2 = Time 2 Outcome
Questionnaire; dOE = Time 2 Outcome expectancy; eTBK-I = Der Fragebogen zu
therapiebezogenen zu Kontrollerwartungen, Internality factor; fPEI-R = Psychotherapy
Expectancy Inventory – Revised.
All ps > .05.

correlated with symptom change at magnitudes greater than r = .3. When controlling for
the presence of a mood disorder in the veteran’s chart (most frequently Depressive
disorder NOS; Major Depression and Bipolar were coded as Severe Mood disorders)
positive correlations for the SCA measures with treatment outcome were reduced.
Inclusion of race had no significant effects on these models.
Assessment of Experimental Manipulation (Hypothesis 2a)
The Problem-Solving version of Readiness for Change was intended to
differentially increase SCA relative to the Psychoeducational version, with the goal of
enabling stronger inferences about the effect of SCA on process and outcome variables
than are possible with correlational designs. Higher SCA scores at Time 2 for the
Problem-Solving group would indicate a successful manipulation.
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Table 12 presents TBK Internality and PEI-R Audience scores for veterans
receiving the two Readiness versions at each time point. T-tests indicated that the
manipulation was not successful.

Table 12
Means (and Standard Deviations) by Readiness Version
Pre-Readiness
Time 1

Pre-Group therapy
Time 2

TBKa Internality
Problem-Solving (N = 28)

4.13 (.60)

4.07 (.73)

Psychoeducation (N = 21)

4.24 (.65)

4.07 (.74)

PEI-Rb Audience

a

Problem-Solving (N = 28)

3.69 (1.37)

3.63 (1.11)

Psychoeducation (N = 20)

3.20 (1.16)

3.10 (1.10)

TBK = Der Fragebogen zu therapiebezogenen zu Kontrollerwartungen; bPEI-R =

Psychotherapy Expectancy Inventory – Revised.

At Time 2, the mean TBK Internality score for the Problem-Solving group was
4.07 (SD = .73), indicating that on average, participants “somewhat agreed” with these
items emphasizing internal locus of control for therapy process and outcome. The mean
TBK Internality score for the Psychoeducation group was identical to two decimal places,
4.07 (SD = .74). A t-test confirmed that these means were not significantly different,
t(47) = -.002, p = .99. TBK scores were also not significantly different between the
groups at Time 1, t(47) = -.002, p = .99. For both groups, TBK Internality decreased
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slightly, but not significantly, from Time 1 to Time 2, t(47) = 1.29, p = .205. The
correlation between Time 1 and Time 2 TBK-I was .46.
At Time 2, the mean Audience score for participants the Problem-Solving version
was 3.63 (SD = 1.11), indicating that on average, these participants did not have strong
expectations for taking verbal initiative in therapy. The mean score for participants who
received the Psychoeducation version of Readiness was slightly lower, 3.10 (SD 1.10),
but as for TBK Internality, a t-test indicated that mean scores for the two groups were not
significantly different, t(46) = -1.662, p = .103. Audience scores were also not
significantly different between the groups at Time 1. As above, for both groups, mean
Audience scores decreased slightly, although not significantly, from Time 1 to Time 2,
t(46) = .349, p = .728. The correlation between Time 1 and Time 2 Audience was .48.
Group Differences by Version of Readiness Orientation (Hypothesis 2b)
Hypothesis 2b predicted that participants receiving the Problem-Solving version
of the Readiness for Change group would have higher client and therapist-rated alliance,
as well as greater reduction in symptoms. Lack of support for Hypothesis 2a indicated
that the Problem-Solving version of Readiness was not successful in differentially
increasing SCA as measured by TBK Internality and PEI-R Audience. However, it is
possible that differences between the versions not captured by these two measures could
have resulted in differential outcomes.
Differences between those who received the Problem-Solving and
Psychoeducation versions of Readiness for Change were evaluated for the following
outcomes: client-rated alliance (C-WAI Bond, C-WAI Goal, C-WAI Task), therapistrated alliance (T-WAI Bond, T-WAI Goal, T-WAI Task), and self-reported symptoms at
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Time 3 when controlling for Time 2 symptoms. Results are presented in Table 13. The
groups were not significantly different for any of the Time 3 measures1.

Table 13
Summary of Differences for Readiness Versions for Time 3 Measures
Problem-Solving

Psychoeducation

M (SD)

N

M (SD)

N

df

t

p

Δ OQ 45.2a

-1.5 (16.3)

18

-5.1 (14.4)

9

25

-.571

.573

C-WAIb Bond

3.25 (.90)

20

3.22 (1.1)

13

31

-.093

.927

C-WAI Goal

3.30 (.74)

20

2.88 (1.2)

13

31

-1.09

.291

C-WAI Task

3.28 (.66)

18

3.03 (1.1)

13

29

-.712

.485

T-WAIc Bondd

4.60 (.86)

29

4.57 (1.1)

22

49

-.149

.882

T-WAI Goal

4.42 (.87)

29

4.30 (1.2)

22

49

-.447

.657

T-WAI Task

4.15 (.91)

29

4.02 (1.12)

22

49

-.446

.643

Note. Equal variances not assumed for t-tests of C-WAI Goal and C-WAI Task.
a

ΔOQ 32 = Change in OQ 45.2 between Time 2 and Time 3, negative scores indicate

improvement; bTBK = Der Fragebogen zu therapiebezogenen zu Kontrollerwartungen;
c

PEI-R = Psychotherapy Expectancy Inventory – Revised; dt-test performed using log

transformation.

1

Analyses from Table 8 were repeated with group modeled as a random nested factor: results did

not differ.
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Mediation of Version Effects by SCA (Hypothesis 2c)
Hypothesis 2c predicted that significant relationships between Readiness version
and group therapy outcomes would be reduced when SCA measures were included in the
models, indicating mediation of these effects by SCA. Given null findings for
Hypotheses 2a and 2b, this hypothesis was not pursued further.
Overview of Results
Tables 14 and 15 present an overview of results for correlational and experimental
analyses respectively. Correlational hypotheses were partially supported; experimental
hypotheses were not.
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Table 14
Overview of Results for Correlational Analyses
Domain
Criterion
Group process
(Hypothesis 1a)

GCQ b Engaged

GCQ Avoiding

Client-rated alliance
(Hypothesis 1b)

C-WAIe Goals

C-WAI Tasks

Therapist-rated alliance
(Hypothesis 1c)

T-WAIf Goals

T-WAI Tasks

Symptom reduction
(Hypothesis 1d)

a

Δ OQ 45.2g

SCAa Measure

Findings

TBKc Internality

Supported

PE-Rd Audience

--

TBK Internality

Supported

PEI-R Audience

--

TBK Internality

--

PEI-R Audience

Supported

TBK Internality

--

Audience

--

TBK Internality

--

Audience

--

TBK Internality

--

Audience

--

TBK Internality

--

PEI-R Audience

--

SCA = subjective client agency; bGCQ = Group Climate Questionnaire; cTBK = Der

Fragebogen zu therapiebezogenen zu Kontrollerwartungen; dPEI-R = Psychotherapy
Expectancy Inventory – Revised; eC-WAI = client-rated Working Alliance Inventory; fTWAI = therapist-rated Working Alliance Inventory; gΔOQ 32 = Change in OQ 45.2
between Time 2 and Time 3, negative scores indicate improvement.
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Table 15
Overview of Results for Experimental Analyses
Hypothesis
At Time 2, SCA will be higher for ProblemSolving vs. Psychoeducation (2a)

SCAa Measure

Findings

TBKb Internality

--

PE-Rc Audience

--

At Time 3, client- and therapist-rated alliance
and symptom reduction will be higher for
Problem-Solving vs. Psychoeducation (2b)

--

Positive associations between Readiness
version and Time 3 measures will be reduced
following inclusion of SCA (2c)

NA

a

SCA = subjective client agency; bTBK = Der Fragebogen zu therapiebezogenen zu

Kontrollerwartungen; cPEI-R = Psychotherapy Expectancy Inventory – Revised.

Discussion
Given limited existing research regarding the construct of SCA, the first goal of
this study was to replicate previous findings linking related measures to client-rated
therapeutic alliance. We studied SCA in a clinical context in which SCA has been
explicitly valued, with the expectation that effect sizes might be large enough to detect
even using a small sample. A second goal of the study was to test whether a pre-therapy
orientation offered to clients who were new to the clinic enhanced SCA, therapy process,
or outcome. The sample differed from those reported in previous studies in including a
large proportion of older African American military veterans receiving group therapy at
an outpatient VA clinic. In addition, this sample reported relatively high symptoms
levels (higher than OQ 45.2 norms for inpatients). Process variables measured in this
study included the three factors of the Group Climate Questionnaire (GCQ Engaged,
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Conflict, and Avoiding), as well as client and therapist ratings of the therapeutic alliance
using short forms of the Working Alliance Inventory. The construct of SCA was
narrowly defined to denote role expectations by clients for actively contributing to
therapy process and outcome. That is, a client with high subjective client agency is one
who sees him or herself as an active agent in the change process, and understands
intentional, strategic participation as an intrinsic aspect of the client role. A client with
low SCA is one whose view of the client role is more consistent with a “medical model”
of therapy in which client (or “patient”) difficulties would be defined and solutions
devised by a clinician in an expert role, with relatively less contribution on the client’s
part. SCA was operationalized here by veterans’ self-ratings using the Internality factor
of the recently created TBK, and by the more venerable Audience factor of the
Psychotherapy Expectancy Inventory-Revised, which measures expectations for taking
verbal initiative in sessions.
Correlational Findings
Although we did not predict that SCA would affect participation in clinical
activities, correlational analyses showed that veterans with higher internal locus of
control for therapy (TBK-I) were more likely to complete the Readiness series. For those
enrolled in group, higher internal locus of control for therapy was also associated with
attending more sessions, at trend-level significance. These relationships were not large in
magnitude, but did indicate that seeing oneself as responsible for process and outcome in
the therapy role was associated with observable engaged behaviors. On the other hand,
veterans with higher Audience expectations were less likely to enroll in group therapy
after they completed the Readiness series.
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Internal locus of control was linked to productive group process;
expectations for verbal initiative were not. Prospective correlational analyses
supported some study hypotheses and not others. The strongest results were observed for
relationships between TBK Internality and group process variables. McClendon and
Burlingame (2011) have described an emerging consensus in group psychotherapy
research that there are three major categories of group process. These are positive bond,
positive work, and negative relationship. While the GCQ predates this new consensus, its
Engaged factor appears to encompass both positive bond and positive work. Similarly,
GCQ Conflict can be considered a measure of negative relationship. The GCQ Avoiding
factor has demonstrated more problematic psychometric properties than Engaged and
Conflict, but was considered important for this study because it was designed to measure
(lack of) willingness by group members to take responsibility for their own change
process, a construct that should have substantial overlap with SCA. In this study, both
Conflict and Avoiding had questionable internal consistency.
Study hypotheses related to group climate that were supported included the
finding that internal locus of control for therapy process and outcome at pre-treatment
positively predicted perceptions of a therapy group’s members as more closely bonded
and more engaged in productive processing, as well as less avoidant. The moderate
prospective relationship between TBK Internality and GCQ Engaged is promising as the
latter has frequently predicted treatment outcome in previous studies (McClendon &
Burlingame, 2011). This finding is also valuable in linking SCA to perceptions of
specific behaviors in psychotherapy. However, its interpretation is not straightforward.
In this study, GCQ Engaged represents perceptions of the group as a whole from the

52

perspective of one member. One possible way to understand the observed correlation is
to assume that an individual’s expectation for active involvement is in fact associated
with an individual’s positive contributions to the group process, which might in turn
catalyze a higher level of involvement by other group members. In other words, groups
rated as more engaged may have been more engaged, due at least in part to the rater’s
behavior. Alternatively the individual’s own value for actual involvement and/or his
congruent behavior might have influenced his perception of the group but without
affecting the behavior of others. Similar alternative explanations apply to the negative
relationship observed in this study between internal locus of control for therapy and
perceptions of avoidant behavior by the group. No predictions were made for
associations between SCA and conflictual group process, but this measure was analyzed
on an exploratory basis. Results indicated that on average, ratings of GCQ Conflict, or
hostility between group members, were quite low and did not vary with SCA measures.
It is unclear why PEI-R Audience did not also predict group process measures. It
is possible that the expectations for the type of verbal initiative denoted by the Audience
items, such as initiation of topics or expecting to “carry the ball” conversationally are
more applicable to individual therapy, and may be generally less conducive to group
climate. In addition, although MHC offers some primarily “process”-focused groups, the
groups attended by this study’s participants were more accurately characterized as
psychoeducational or skill-focused. They were relatively structured, with specific
curricula. In this context, topic initiation and proactive self-disclosure by individual
members may have been less important in the development of positive group process.
Similarly, it is possible that the negative relationship between Audience expectations and
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enrollment in group therapy following Readiness may reflect participants’ own
perception of a discrepancy between their expectations for verbal initiative and the nature
of the group format.
Expectations for verbal initiative were associated with components of clientrated alliance; internal locus of control for therapy was not. Hypotheses predicting
significant positive relationships for SCA with client-rated alliance components were
largely unsupported, although zero-order correlations were generally in the expected
direction. For this criterion, expectations for verbal initiative appeared to be more
important than internal locus of control. Audience predicted client-rated agreement
regarding the goals of therapy, after controlling for symptoms and outcome expectancy at
pre-treatment. Audience expectations were also positively, although not significantly,
related to client-rated bond with the therapist. Although Working Alliance Inventory
factors are typically highly correlated within rater perspectives, Audience was not
associated with client-rated agreement on the tasks to be used to accomplish therapeutic
goals. Unexpectedly, TBK-I was not associated with alliance measures after controlling
for pre-treatment symptoms and outcome expectancy.
One possible explanation for the differential trends observed for TBK-I and
Audience here is that the active verbal behaviors referenced in the Audience items, while
not producing positive perceptions of or effects on the whole group climate, may have led
to more and more personal interactions with the therapist(s), creating the sense of a
stronger personal relationship characterized by clarity of purpose. Conversely, it is
possible that behaviors that are associated with the more abstract or “cognitive” TBK-I
items, may be less pertinent to the perception of a positive working relationship with the

54

therapist. At the extreme, it is possible that very high expectations for internal locus of
control may imply less interest in or capacity for mutuality or collaboration in the
therapeutic relationship.
SCA was not associated with therapist-rated alliance components. Hypotheses
predicting significant positive relationships for SCA with therapist-rated alliance were
uniformly unsupported. This is consistent with previous work, which has only found
associations for SCA with alliance when the client rates alliance. In this study the nature
of group therapy as compared to individual work may again be a factor. If therapists
were primarily focused on facilitating positive process for the group as a whole, they may
have been less able to precisely monitor individual alliance components as measured by
the WAI items. In addition, in psychoeducational or skills-focused groups, therapists
may be less concerned with the negotiation of individual agreements regarding goals and
tasks. Alternatively, it is possible that highly active client behaviors associated with
SCA, were unimportant to therapists. It is also possible that highly active behaviors on
the part of the client could be aversive to some therapists, or even viewed as diminishing
collaboration.
SCA was not associated with symptom change. Hypotheses predicting
significant positive relationships for SCA with treatment benefit were unsupported. This
is consistent with previous research, and suggests the possibility that SCA may not be
important to therapy outcome. Effect sizes observed in previous research linking SCA
with therapeutic alliance (Berzins, 1971; Joyce et al., 2000; Stiles et al. 2002), and
alliance with treatment outcome (Horvath & Bedi, 2002) have been fairly modest,
suggesting that the magnitude of a possible direct relationship between SCA and outcome
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would likely be small. We predicted that effect sizes for SCA might be larger at MHC
than in other settings due to the clinic culture valuing SCA; however, other features of the
setting might offset this, including the medical focus of the hospital as a whole, and the
extent to which aspects of military culture that promote respect for authority and
“following orders” are reproduced in the VA. As discussed above, it is also possible that
SCA may be less important in the context of more structured or psychoeducational
treatment.
In addition, outcome measurement in this setting may be complicated by the
phenomenon of service connection. Clinic staff have noted that 85-90% of the veterans
receiving therapy at MHC are “service-connected,” receiving at least part of their income
from the Veterans Administration, based on specific diagnoses (A. Ayres, personal
communication, 8/23/12). A disincentive to report improvement based on concern for
protecting these benefits may help explain the anomalously high baseline symptoms and
very slight average improvement reported by this sample. It could also be a factor in our
unusual null findings for relationships for group process and alliance measures with
outcome.
Finally, data in this study not only failed to support our expectations that SCA
would be associated with better treatment outcomes, but zero-order correlations for both
TBK-I and Audience with pre-to post-treatment symptom change also were positive
rather than negative, indicating that higher levels of SCA were associated with increased
rather than decreased symptoms for participants completing questionnaires at both time
points. While further analyses suggested that this relationship may reflect the influence
of one or more confounding variables, the presence of these direct positive correlations
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provides additional impetus for further exploration of the extent to which high levels of
SCA could have anti-collaborative effects, possibly overlapping with theoretically more
destructive constructs such as reactance and counterdependency.
Attempt to Manipulate SCA
The creation of MHC’s Readiness group was based on the premise that
providing basic psychoeducation to clients new to the clinic primes and empowers them
to use clinic resources to maximum effect, as well as serving as a relatively low-stakes
introduction to participating in groups with other veterans. Historically, the culture of the
clinic has valued active involvement by clients in all aspects of treatment, and typically
staff have explicitly given this message to veterans in various iterations of the Readiness
orientation, especially during the Understanding Treatment module. Manuals for two
separate versions of Readiness were developed for this study in an attempt to isolate the
element of more overt enculturation to SCA from the more indirect function of
information-provision. However, results showed that the Problem-Solving version of
Readiness did not differentially enhance SCA or have any other effect on measures used
in this study compared to the Psychoeducation version. Moreover, no changes were
observed in SCA ratings for either group.
The finding that Problem-Solving had no differential effects compared to
Psychoeducation has multiple possible explanations. The same therapists, who were
theoretically committed to enhancing SCA, provided the two Readiness versions.
Therapists generally knew and were likely invested in the study hypotheses, which might
have been expected to further enhance the impact of the Problem-Solving group.
However, although therapists appeared to share allegiance to the idea that enhancing
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SCA is important, they were not necessarily similarly enthusiastic about the specific
techniques included only in the Problem-Solving version. For example, they may have
shared a preference for the simpler curriculum with the undergraduates who rated the
manuals.
A related explanation for the finding of no differences across the two Readiness
versions focuses on the question of how closely therapists adhered to the manuals.
Therapists received a brief training on the manual material, with emphasis on enhancing
the differences between the versions. However, in practice, it is likely that what actually
took place during the Readiness group sessions varied substantially from week to week
and month to month based on group composition and participant questions. In addition,
in several early sessions observed by researchers, time allocated to having veterans
articulate their treatment goals and brainstorm “next steps” was minimal.
Similarly, while therapists were asked to omit overt cues for SCA when providing
the Psychoeducation version, it is likely that their values and role expectations were
communicated through other means, especially verbal and non-verbal reinforcement of
veteran comments that indicated initiative. This background effect may have been quite
large in comparison with that of the overt techniques included in the Problem-Solving
manual.
The finding that neither Readiness group increased SCA is more puzzling.
Average initial values for TBK-Internality were fairly high, but did vary from Time 1 to
Time 2. Average values for Audience were lower at both time points, but also varied
considerably over time. Audience has been successfully manipulated in at least two past
studies (Lambert & Lambert, 1984; Strupp & Bloxom, 1973). More research is necessary
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to identify factors that might influence SCA in this setting. Characteristics of this sample
that could have affected participants’ sensitivity to the attempted manipulation may
include their relatively high levels of distress, and identification with military culture.
Clinic staff have also noted that virtually all MHC clients were enlisted men rather than
officers, suggesting that most would be likely be classified as Realistic types using the
Holland system (Upperman & Church, 1995). “Realistic” participants might be less open
to messages encouraging verbal initiative (Audience), based on this type’s tendency to
prefer concrete tasks and see themselves as lacking social ability. Finally, it is possible
that the fairly structured format of Readiness functionally contradicted the overt elements
intended to enhance SCA.
Limitations
Strengths of the study included its experimental design, use of two separate
measures to operationalize subjective client agency, and implementation in a setting in
which findings are directly relevant to program development. In addition, this study is
unique in investigating SCA in group therapy in a sample that included older African
American veterans.
The primary weakness of this study was a relatively modest sample size with low
power to find even medium-sized effects. Although ninety veterans were enrolled in the
study, and virtually all completed questionnaires at Time 1 (intake), the number of
participants who completed both pre and post-group measures was only 29. Attrition
from clinical activities and non-compliance with data collection procedures were both
associated with one of the SCA variables that was the focus of this study, indicating that
the sample was biased by over-representation of veterans who endorsed greater internal
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locus of control for therapy. This study’s findings should be interpreted tentatively and
analyses should be replicated with a larger sample to provide more robust results.
In addition, because our attempt to manipulate SCA was not successful, all study
results are correlational and do not support causal interpretations. The significant
relationships between SCA and therapy process measures observed in this study may
reflect the effects of unmeasured “third” variables.
Several protocol elements that could have strengthened the study design were not
feasible in the final implementation. Monitoring of therapist adherence to the Readiness
manuals proved infeasible in this study, leaving room for the possibility that actual
differences between the two versions were minimal. It should also be noted that true
randomization was used only for the first seven months out of a total of eleven months of
data collection. Although we did not identify any reasons to believe that “assigning”
participants to the different versions in alternating months would introduce systematic
bias, it is possible that lack of randomization introduced differences on unmeasured
variables that differentially affected veterans’ responses to Readiness. In addition, it
proved infeasible to document therapists’ observations of veterans’ in-session behavior to
allow testing of the link between expectations for SCA and congruent behaviors, as
originally planned.
This study made the assumption that therapists valued client agency, but did not
directly measure therapists’ role expectations, which likely interact with those of the
client in determining the effect of SCA on alliance. If therapy is considered a
fundamentally collaborative process, the extent of the match or compatibility between
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client and therapist role expectations could be as or more important as the client’s
absolute SCA levels.
As noted above, existing research on SCA is limited and much work remains to
be done, including regarding the most appropriate way to measure this construct. The
TBK-I and PEI-R Audience factors were identified as the best available for the construct
we wanted to operationalize, but were not highly correlated and behaved differently in
study analyses, suggesting that they may not be measuring the same construct. Again,
process-outcome research using either of the two measures is scarce and additional work
is needed to determine how SCA is best measured.
Finally, as discussed above, a number of demographic, cultural and clinical
factors may affect the generalizability of these findings. This study’s sample differs from
previous work on SCA including mainly older African-American military veterans who
reported relatively high levels of distress. It is possible that SCA may manifest differently
in group vs. individual therapy, and in psychoeducational group formats vs. process
groups. The cultural value in this clinic for promoting client agency may not be found in
other settings.

Conversely, to the extent that veterans continue to be influenced by

aspects of military culture that promote respect for authority and “following orders,”
SCA might function differently for them versus a community sample.
Directions for Further Research
Directions for further research follow from study limitations. Given the
preliminary state of work in this area, additional studies are necessary to relate SCA to
major therapy process variables and to treatment outcome using larger samples. In the
VA context, veterans often view research with suspicion; involving referring providers in

61

the recruitment process might be one way to reduce this barrier. Offering a greater
financial incentive offered may also help increase participation.
Given the preliminary state of research in this area, different patterns of results for
the two measures of SCA used here, and the failure of our attempted manipulation,
additional work to clarify the nature of the SCA construct is important. Qualitative
studies have provided some insights regarding clients’ awareness of themselves as active
agents in therapy. Additional qualitative work could be useful for further exploration of
how SCAs varies across settings, what causes change in SCA and how clients respond to
disconfirmation of their initial expectations. Sevaral authors (Bohart & Tallman, 1999;
Hoener et al., 2012; Mackrill, 2008) have emphasized that all clients, by virtue of being
human, have personal agency in all situations, including therapy. However, when
defined in terms of role expectations specific to the therapy process, SCA is
conceptualized as a variable rather than a constant, and one that is likely to be modified
by learning and context (a state rather than a trait). Baseline role expectations and/or
their mutability might be expected to be influenced by personality style, psychiatric
diagnosis, and/or global locus of control or global self-efficacy, but theoretically should
not be permanently determined by any of these other constructs. Thus “dependent,”
depressed or demoralized clients, including those who have had disempowering
experiences in previous therapy could have a tendency to enter therapy with lower SCA.
Clients may also feel resistant to the prospect of bearing substantial responsibility in the
therapy process, preferring to believe that a therapist can “fix” them in the absence of
their own active involvement, or experiencing the treatment context as “blaming the
victim.” Yet, we assume that these expectations can be modified by direct teaching and
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experience. In the present study, our planned manipulation of SCA was not successful,
despite evidence that scores on both measures varied considerably between Time 1 and
Time 2. Yet, being able to manipulate SCA is crucial to enable strong conclusions about
whether SCA is important in enhancing therapy process and outcome. Further construct
validity work may suggest new approaches to manipulating SCA. As follow-up on the
present study, it might be helpful to briefly interview a random sample of the veterans
who participated to elicit their perceptions of the questionnaires and the Readiness
orientation, including any consciously received messages regarding SCA. It may also be
useful to systematically pilot test a range of possible new approaches to manipulating
SCA with large, homogeneous samples prior to attempting additional field studies.
Analogue studies with college student samples might be appropriate for this, allowing
systematic control of parameters such as therapist role expectations or theoretical
orientation, and type of therapy (individual vs. group). It may also be useful to compare
manipulations presented via different media, as an older review suggested that the use of
videos or audiotapes might enhance the effectiveness of role inductions (Tinsley,
Bowman, & Ray, 1988).
Understanding of the SCA construct can also be advanced by comparison of
multiple SCA measures with related constructs, such as self-efficacy, expectations
regarding the therapist’s role, and “reactance” (Beutler, Moleiro, & Talebi, 2002). In
particular, self-efficacy for influencing therapy process and outcome may be an important
component of SCA that is not fully captured by the TBK-I and PEI-R Audience. The
Self-Efficacy for Client Behaviors scale (SECB; Longo, Lent, & Brown, 1992) includes
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items that might usefully complement the locus of control or responsibility focus of the
TBK.
Comparison with measures of reactance and related constructs (e.g., dominance,
counterdependency, avoidant attachment) might help to illuminate questions about
whether and when SCA could become counter-productive. Even when therapy is
conceptualized as a process of active self-healing, successful use of the process is
presumed to require some minimum capacity for collaboration with the therapist (i.e.,
capacity for working alliance) and for incorporating new information into one’s models
of the world. A belief that one’s treatment outcome depends solely on one’s own actions
(an exaggerated version of the TBK item 1; the current wording is “ultimately”) is likely
not adaptive. Similarly, a client who not only expected to feel “in charge” of the hour
(PEI-R Item 12), but also refused to accept any input from the therapist, would likely
benefit less. Both qualitative methods and concurrent measurement of constructs such as
reactance can help to illuminate how veterans or other research participants interpret
TBK and Audience items.
If further work suggests reliable links between measures of SCA and positive
therapy process or outcome, it will be desirable to obtain more specific behavioral
measures that can help clarify how these expectations are translated into action. GCQ
ratings averaged across all group members, and compared to therapist and/or observer
ratings of group process, would be a good start for studies of group therapy. Ratings of
the quantity and quality of self-disclosure, including verbalization of specific change
strategies, and related out-of-session activities (e.g., homework completion) could also be
helpful.
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In addition, future work in this area ultimately should encompass not only the
client’s role expectations and behavior but also the therapist’s and how the two sets of
expectations interact. Designs should allow for evaluation of how SCA operates at
different phases of treatment. In addition, follow-up measures of outcome should be
obtained to evaluate maintenance or enhancement of any initial gains. Finally, it may be
useful to measure treatment outcome more broadly, including measures of stage of
change, self-efficacy, and successful pursuit of valued goals.
Clinical Implications
Recommendations for clinical practice in this area are premature. However, we
hope that developing a clearer picture of how subjective client agency impacts productive
in-session and out-of-session behaviors as well as the therapeutic alliance and ultimate
benefit from therapy can lead to improvements in clinical practice. A scenario that is
particularly intriguing is one that begins with the distinction between client agency and
personal agency more generally. The notion of SCA, if presented skillfully such that it is
not perceived as “blaming the victim,” may bring “good news” to at least some clients
who seek “help” precisely because they doubt their ability to solve a particular problem
without that help. General “demoralization” might lead clients to under-emphasize their
role in the therapy process at the outset of treatment. If clients cognitively and/or
experientially come to understand the nature of therapy as a “self-healing” process
(Bohart & Tallman, 1999), or at least one in which their own activity is likely to lead to
positive results (Asay & Lambert, 1999; Cooper, 2008), this might in itself become the
basis for a positive cycle of “remoralization.”
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Summary and Conclusions
This study built on a growing body of process-outcome work examining client
expectations for taking an active role in therapy process and outcome. Challenges
encountered during this study underscore the difficulty of conducting highly controlled
research in a field setting. Although we recruited 84 veterans with a range of
psychological needs and secured the support of clinic staff in developing standardized
forms of the Readiness intervention, many institutional factors affected our ability to
implement the study as planned, and attrition was higher than ideal. In addition, multiple
features of the sample and setting may preclude broad generalization of our results. In
particular, it is possible that SCA looks and behaves differently for veterans, who often
have a complex relationship with the VA system, and who may be influenced by military
values for conformity rather than initiative. Similarly, it is possible that stronger
relationships for SCA with alliance measures might be observed in process-oriented
and/or individual therapy versus the relatively structured group format studied here.
However, although the sample completing all measures was relatively small, several
significant relationships were observed for measures of “subjective client agency” with
therapy process measures, suggesting that continuing work in this area may be important.
Construct clarification and measure development, as well as designs that explore the
relevance of SCA in multiple treatment settings should be priorities for future research.
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Appendix A: Manual for “Problem-Solving” version of Readiness for Change
(direct and indirect cues for SCA highlighted)
Readiness for Change Group Guidelines:
-- Respect others' confidentiality
-- Use "I" language
-- Ask rather than tell others about their own experience
-- Tell staff if you are a danger to yourself or others
Client agency principles:
-- The purpose of this group is to introduce our programs, so you can make a decision
about your interest in what we have to offer
-- You know best what changes you want to make and what you're willing to do to get
there
-- Therapy works best when you bring up your real concerns
-- Therapy works best when you create specific strategies for achieving your goals
Examples:
You might practice something that scares you, like speaking up when you don't
agree
You might write down a strategy for staying calm for 24 hours and try it out.
You might practice describing your values and goals to get clearer about them
Readiness for Change - Session 1a - Depression and Anxiety
Goal: Coach veterans to develop an agentic stance toward
solving or managing psychological problems utilizing VA and
other personal resources
Specific ingredients: Information, group interaction, direct
cueing of agency expectations, indirect cueing of agency
expectations including eliciting active treatment planning by
client
Good Morning. Welcome to the first readiness for change group. It is a pleasure to have
you in group. Today, we will provide you some information that will hopefully put you
closer to making some personal changes in your life.
As Victor Frankl stated, "When we are no longer able to change a situation, we are
challenged to change ourselves." (write quote on board before group starts) [direct cueing
of agency expectations].
Let’s start by taking a minute to focus on your individual goals. Write the problem that
brings you here or the thing you most want to do differently in your life on an index card
[eliciting active treatment planning by client].

71

So let's talk about some important information that can assist you in making some
changes that can promote mental health recovery.
Our goal will be to identify how you can apply this information to your own situation
[indirect cueing of agency expectations by foreshadowing of active treatment planning by
client]
Normalization: The first fact that is very important to understand is that you are not
alone in your suffering. Suffering from mental distress is a very ordinary and human
experience. The National Institute of Mental Health estimates that 1 in 4 adults will
experience a diagnosable mental illness each year. Everyone feels depressed or anxious
at times.
Depression: How do you recognize it? Thinking, Emotional state and Behaviors
Thoughts and emotions

Persistent sad, anxious, or "empty" mood

Feelings of hopelessness, pessimism

Feelings of guilt, worthlessness, helplessness

Loss of interest or pleasure in hobbies and activities

Thoughts of death or suicide
Behaviors and physical symptoms








Decreased energy, fatigue, being "slowed down"
Difficulty concentrating, remembering, making decisions
Difficulty sleeping, early-morning awakening, or oversleeping
Appetite and/or weight changes
Restlessness, irritability
Persistent physical symptoms
Suicide attempts
When you combine all of these things together, these can end up being fatal if not
properly treated. Depression does need treatment; however, most people with depression
never seek help, even though the majority will respond to treatment.
Anxiety: How do you recognize it? Hyperarousal/fear and avoidance
Thoughts and emotions:


Fears (of what people think about you, of losing control, fears of going into
different places)

Tense, worried, on-edge
Behaviors and physical symptoms

Physical Bodily Responses – Increase in Blood Pressure

Nightmares

Shaky, Trembling

Lightheadedness, Dizziness

Panic Attacks

Avoiding people, places and things
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Again these are fairly serious things to have that require treatment. And again, the good
news is that treatment usually helps.
What about reactions to traumatic experiences or losses?






It’s normal to have some intense reactions when something awful happens
You might have helpless or hopeless thoughts like with depression
You might have anxiety, either hyperarousal or avoidance
Intense reactions to trauma or loss can pass quickly or last for a long time
Again, either way, it’s only natural that as a human being, you’re affected by what
happens.

The second fact is that depression and anxiety can impact our lives in a variety of ways.
[Ask the veterans what things in their lives have been affected by depression and anxiety]






Family Relationships
Employment /Financial Problems
Physical Health/Pain is Increased, Greater Susceptibility to Illness
Sex/Libido
You hurt/feel uncomfortable

The third fact is that there are different ways that people cope with or handle these
problems.









Self –Help
Drink alcohol/Use Drugs
Isolation
Work too much
Womanize
Exercise
Fish
Spending time with people you trust/friends

Think about how you have coped with depression or anxiety. What strategies do you
tend to use? Are there any that you want to do more of? Any that don’t work so well?
[indirect curing of agency expectations]
The fourth fact is that depression and anxiety can be treated.




Medication – There are a variety of medications that exist for depression and
anxiety. The reason for this is because one medication just doesn't work for every
person. Medications affect everyone differently. Sometimes several different types
have to be tried before finding the one that works. If you start taking medication,
tell your doctors about any side effects immediately.
Psychotherapy – Several types of psychotherapy "talk therapy" can help people.
The groups that we provide in the mental health clinic are psychoeducational
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groups. We will teach you a set of skills that you can use to apply to your
problems.
What have you tried so far? [indirect cueing of agency expectations]
We have a variety of groups available in the mental health clinic (e.g., stress
management, sleep, worry, acceptance and commitment, anger management that can
teach you these skills. During the last group, you will sign up for the group that meets
your particular needs.
Finally, the last fact…….. It is important to remember that psychotherapy will not fix
your problems with a magic wand but will give you a skill building set.
The most important factor in the decision-making process of seeking and being open to
receiving treatment for depression and anxiety is "ME." It is ultimately your decision.
The goal of these Readiness for Change groups is to get you oriented to the clinic so you
can get the most of what we offer [direct cueing of agency expectations]
Applications:



What have you heard today that gives you ideas about your own situation?
What’s something you want to change that might help with the problem you
wrote on your index card?

What obstacles might get in the way?

What are some strategies for beating these obstacles?

What’s one realistic next step for you?

Responses; questions; input from others?
[indirect cueing of agency expectations by eliciting active treatment planning by clients]
Check-out for everyone: One realistic next step. [indirect cueing of agency expectations
by eliciting active treatment planning by client]
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Readiness for Change - Session 2a - Stress and Wellness
Goal: Coach veterans to develop an agentic stance toward
solving or managing psychological problems utilizing VA and
other personal resources
Specific ingredients: Information, group interaction, direct
cueing of agency expectations, indirect cueing of agency
expectations including eliciting active treatment planning by
client
Welcome back!
[Review group guidelines]
[Review agency principles][direct cueing of agency expectations]
Let’s start with a check in: - did everyone bring their index cards from last week? [Pass
out new ones to those who didn’t and those who want to work on a new goal.] What did
you work on over the week? How did it go? Who kept their card with them? What was
that like? [indirect cueing of agency by eliciting active treatment planning by client]
Today we are going to talk about stress, resilience, and the mind/body continuum.
The goal is to help you figure out how you can use this information in your particular
situation [indirect cueing of agency expectations by foreshadowing of active treatment
planning by client]
What is stress?


A response to any situation we find challenging, frightening, or difficult
(stressor). It can also be described as a strain that we feel that is caused by internal
(e.g., worry) and external factors

What happens to us when we encounter a stressor?






Our fight-flight response may be activated.
The fight-flight response is a mind-body effect that is
 automatic
 prepares the body to "fight" or "flee" from perceived attack, harm or threat
to our survival.
This “stress response” evolved to protect us from the proverbial saber tooth tigers
that once lurked in the woods around us, threatening our physical survival.
Today, however, most of the saber tooth tigers we encounter are not a threat to our
physical survival. Today's saber tooth tigers might look like rush hour traffic,
missing a deadline, bouncing a check or having an argument with our boss or
spouse. Nonetheless, these modern day saber tooth tigers trigger the activation of
our fight or flight system just as if our physical survival was threatened. But the
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physical activation is not necessarily as useful in these situations
(Adapted
from http://www.thebodysoulconnection.com/EducationCenter/fight.html)
The relaxation response is the equal and opposite hardwired reaction to the stress
response

Ask the veterans what are the short term physical and mental components of the stress
response
Short Term Physical Components of Stress Response




Increased breathing
Heart rate increases
Blood goes to extremities
Short Term Mental Components of Stress Response







Increased awareness and sensitivity to environment: sight and hearing sharpened
May enable concentration or induce confusion and disorganization
Perception of pain may decrease
May increase performance
Reactive, emotional decision-making
Exaggerated fear

Ask the veterans what are the long term physical and mental effects of frequently
experiencing the stress response
Long-Term Physical Effects of Frequent Stress Response







Immune system less efficient = longer recovery from illness and injury
GI tract disorders: ulcers, irritable bowel syndrome
High blood pressure
Fatigue, Sleeplessness
Endocrine system problems
Headaches
Long Term Mental Effects of Frequent Stress Response





Burnout – loss of motivation
Chronic anxiety/hypervigilance
Depression
Irritability
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Mind-body connections:
Example: Perception of threat -> cortisol -> short and long term physical effects ->
depression

Resilent coping: What is resilience?


Resilience is an individual's ability to adapt well to and/or recover quickly from
stressors. Resilience might mean that you feel good even though bad things are
happening. Resilience might mean that you are able to grow emotionally and
spiritually from how you deal with stressors
Adapted from http://www.mayoclinic.org/resilience-training/

Think back to a time when you coped well with a stressor. What were you doing? What
was happening in your life to make this possible? What tools or skills or resources were
you using? [indirect cueing of agency expectations]

Coping option: Changing our environment and ourselves so that the stress response is
triggered less often (upstream analogy)





Mind-body wellness (exercise, food, rest, meaning-making)
Example: exercising may help reduce hypervigilance
Safer relationships (listening, communication skills)
Example: When you understand where someone is coming from, you can be
more clear if they have your back, you can do a better job of having their back too
Leave toxic environments and relationships

Coping option: Self-monitoring while the stress response is triggered to avoid making
things worse
Example: Assess the threat before implementing aggression; count to 10; get a
second opinion
Coping option: Using the relaxation response to stand down following a fight/flight
reaction





Calmer, deeper breathing
Decreased pulse and blood pressure
Decreased muscle tension
Broader more creative thinking, release from narrow focus on danger

How to:
1. Take a normal breath in through your nose with your mouth closed. Hold your breath
for 5 seconds.
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2. Exhale slowly through your nose with your mouth closed, letting all the air out of your
lungs, while saying silently to yourself a word you find relaxing (like c-a-a-a-l-m or r-ee-e-l-a-a-x).
3. Pause for a count of 4 and then take the next breath in.

Coping option: Finding ways to grow from dealing with stressors that cannot be avoided
Example: using chronic illness as a way to change your relationships through
asking for or accepting help

Applications

What are changes you would like to make in your coping strategies?

What obstacles might get in the way?

What are some strategies for beating these obstacles?

What’s realistic next step for you?

Responses; questions; input from others?
[indirect cueing of agency expectations by eliciting active treatment planning by client]

Check-out for everyone: Rewrite your goal on your index card, if it has changed. Then
write your strategy/committment for this week on the card.
[indirect cueing of agency expectations by eliciting active treatment planning by client]
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Readiness for Change - Session 3a - Understanding Treatment
Goal: Coach veterans to develop an agentic stance toward
solving or managing psychological problems utilizing VA and
other personal resources
Specific ingredients: Information, group interaction, direct
cueing of agency expectations, indirect cueing of agency
expectations including eliciting active treatment planning by
client

Good Morning. This is the third of our three Readiness for Change groups.
[Review group guidelines]
[Review agency principles][direct cueing of agency expectations]
Let’s start with a check in: - did everyone bring their index cards from last week? [Pass
out new ones to those who didn’t and those who want to work on a new goal.] What did
you work on over the week? How did it go? Who kept their card with them? What was
that like? [indirect cueing of agency by eliciting active treatment planning by client]
At the end of today’s group, you will have the opportunity to sign up for the group that
meets your particular needs. Today, we will talk about what a treatment team is and how
to get the most out of the resources available here in the Mental Health Clinic.
The goal is to help you figure out how you can use this information in your particular
situation [indirect cueing of agency expectations by foreshadowing of active treatment
planning by client]
Who is on a treatment team and what do they do?
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What kind of approaches to treatment are we talking about?
Therapy vs. Medication







There may be advantages of therapy vs. medication
Therapy can help you make changes that may last longer than the effects of
medication
All medications have side effects so you should always do a risk/benefit analysis
Also note that sometimes it takes a while for medications to have an effect and that
different medications work differently for different people (e.g., one antidepressant
may work for one person, while another antidepressant does not).
You can do both

Therapy does not fix you
It helps you address problems by developing new skills and strategies in any of many
areas of your life
 Relationships
 Work
 Traumatic experiences and losses
 Mind-Body wellness
 Exercising
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Relaxation
Changes in your environment
[indirect cueing of agency expectations]
Unique benefits of Group therapy





Other veterans may have the best understanding of your experience
You can practice new skills and understandings in the group, including listening
and communicating to people you feel close to and people you find more difficult
to relate to
Other people’s strategies and solutions may be applicable to your situation

Treatment is not one size fits all
In the mental health clinic we provide a variety of groups and what we have found is that
patients who do better possess certain attributes that help them to get the most out of
treatment.
Goal-setting, developing strategies and implementing them comes out of active
collaboration with your treatment team [direct cueing of agency]
What personal qualities and decisions can help you get the most out of treatment?
Motivation








Clarifying and connecting with your goals and aspirations
Openness and Honesty
Willingness to Listen
Trust – Discuss your needs, ideas, problems, concerns, and goals
Patience and Consistency
Participation and Risk taking
Homework

Application






What are changes you would like to make in your choices about treatment?
What might get in the way of these changes?
What are some strategies for beating these obstacles?
What’s one realistic next step for you?
Responses; questions; input from others?
Check-out for everyone: Name one step you are committing to today. [indirect cueing of
agency expectations by eliciting active treatment planning by client]

Discussion of available groups and sign up.
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Appendix B: Manual for “Psychoeducation” version of Readiness for Change
Readiness for Change Group Guidelines:
-- Respect others confidentiality
-- Use "I" language
-- Ask rather than tell others about their own experience
-- Tell staff if you are a danger to yourself or others

Readiness for Change - Session 1b - Depression and Anxiety
Goal: Provide veterans with information that can help them
understand common psychological problems and treatment
factors
Specific ingredients: Information, group interaction

Good Morning. Welcome to the first readiness for change group. It is a pleasure to have
you in group. Today, we will provide you some information that will hopefully put you
closer to making some personal changes in your life.
Normalization: The first fact that is very important to understand is that you are not
alone in your suffering. Suffering from mental distress is a very ordinary and human
experience. The National Institute of Mental Health estimates that 1 in 4 adults will
experience a diagnosable mental illness each year. Everyone feels depressed or anxious
at times.
Depression: How do you recognize it? Thinking, Emotional state and Behaviors
Thoughts and emotions

Persistent sad, anxious, or "empty" mood

Feelings of hopelessness, pessimism

Feelings of guilt, worthlessness, helplessness

Loss of interest or pleasure in hobbies and activities

Thoughts of death or suicide
Behaviors and physical symptoms








Decreased energy, fatigue, being "slowed down"
Difficulty concentrating, remembering, making decisions
Difficulty sleeping, early-morning awakening, or oversleeping
Appetite and/or weight changes
Restlessness, irritability
Persistent physical symptoms
Suicide attempts
When you combine all of these things together, these can end up being fatal if not
properly treated. Depression does need treatment; however, most people with depression
never seek help, even though the majority will respond to treatment.
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Anxiety: How do you recognize it? Hyperarousal/fear and avoidance
Thoughts and emotions:


Fears (of what people think about you, of losing control, fears of going into
different places)
 Tense, worried, on-edge
Behaviors and physical symptoms
 Physical Bodily Responses – Increase in Blood Pressure
 Nightmares
 Shaky, Trembling
 Lightheadedness, Dizziness
 Panic Attacks
 Avoiding people, places and things
Again these are fairly serious things to have that require treatment. And again, the good
news is that treatment usually helps.
What about reactions to traumatic experiences or losses?






It’s normal to have some intense reactions when something awful happens
You might have helpless or hopeless thoughts like with depression
You might have anxiety, either hyperarousal or avoidance
Intense reactions to trauma or loss can pass quickly or last for a long time
Again, either way, it’s only natural that as a human being, you’re affected by what
happens.

The second fact is that depression and anxiety can impact our lives in a variety of ways.
[Ask the veterans what things in their lives have been affected by depression and anxiety]






Family Relationships
Employment /Financial Problems
Physical Health/Pain is Increased, Greater Susceptibility to Illness
Sex/Libido
You hurt/feel uncomfortable

The third fact is that there are different ways that people cope with or handle these
problems.









Self –Help
Drink alcohol/Use Drugs
Isolation
Work too much
Womanize
Exercise
Fish
Spending time with people you trust/friends
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The fourth fact is that depression and anxiety can be treated.




Medication – There are a variety of medications that exist for depression and
anxiety. The reason for this is because one medication just doesn't work for every
person. Medications affect everyone differently. Sometimes several different types
have to be tried before finding the one that works. If you start taking medication,
tell your doctors about any side effects immediately.
Psychotherapy – Several types of psychotherapy "talk therapy" can help people.
The groups that we provide in the mental health clinic are psychoeducational
groups. We will teach you a set of skills that you can use to apply to your
problems.

We have a variety of groups available in the mental health clinic (e.g., stress
management, sleep, worry, acceptance and commitment, anger management that can
teach you these skills. During the last group, you will sign up for the group that meets
your particular needs.
Finally, the last fact…….. It is important to remember that psychotherapy will not fix
your problems with a magic wand but will give you a skill building set.
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Readiness for Change - Session 2b - Stress and Wellness
Goal: Provide veterans with information that can help them
understand common psychological problems and treatment
factors
Specific ingredients: Information, group interaction
Welcome back!
[Review group guidelines]

Today we are going to talk about stress, resilience, and the mind/body continuum.
What is stress?


A response to any situation we find challenging, frightening, or difficult (stressor).
It can also be described as a strain that we feel that is caused by internal (e.g.,
worry) and external factors

What happens to us when we encounter a stressor?








Our fight-flight response may be activated.
The fight-flight response is a mind-body effect that is
 automatic

prepares the body to "fight" or "flee" from perceived attack, harm or threat to
our survival.
This “stress response” evolved to protect us from the proverbial saber tooth tigers
that once lurked in the woods around us, threatening our physical survival.
Today, however, most of the saber tooth tigers we encounter are not a threat to our
physical survival. Today's saber tooth tigers might look like rush hour traffic,
missing a deadline, bouncing a check or having an argument with our boss or
spouse. Nonetheless, these modern day saber tooth tigers trigger the activation of
our fight or flight system just as if our physical survival was threatened. But the
physical activation is not necessarily as useful in these situations
(Adapted
from http://www.thebodysoulconnection.com/EducationCenter/fight.html)
The relaxation response is the equal and opposite hardwired reaction to the stress
response

Ask the veterans what are the short term physical and mental components of the stress
response
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Short Term Physical Components of Stress Response




Increased breathing
Heart rate increases
Blood goes to extremities
Short Term Mental Components of Stress Response







Increased awareness and sensitivity to environment: sight and hearing sharpened
May enable concentration or induce confusion and disorganization
Perception of pain may decrease
May increase performance
Reactive, emotional decision-making
Exaggerated fear

Ask the veterans what are the long term physical and mental effects of frequently
experiencing the stress response
Long-Term Physical Effects of Frequent Stress Response







Immune system less efficient = longer recovery from illness and injury
GI tract disorders: ulcers, irritable bowel syndrome
High blood pressure
Fatigue, Sleeplessness
Endocrine system problems
Headaches
Long Term Mental Effects of Frequent Stress Response





Burnout – loss of motivation
Chronic anxiety/hypervigilance
Depression
Irritability

Mind-body connections:
Example: Perception of threat -> cortisol -> short and long term physical effects ->
depression
Resilient coping: What is resilience?


Resilience is an individual's ability to adapt well to and/or recover quickly from
stressors. Resilience might mean that you feel good even though bad things are
happening. Resilience might mean that you are able to grow emotionally and
spiritually from how you deal with stressors
Adapted from http://www.mayoclinic.org/resilience-training/
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Coping option: Changing our environment and ourselves so that the stress response is
triggered less often (upstream analogy)





Mind-body wellness (exercise, food, rest, meaning-making)
Example: exercising may help reduce hypervigilance
Safer relationships (listening, communication skills)
Example: When you understand where someone is coming from, you can be
more clear if they have your back, you can do a better job of having their back too
Leave toxic environments and relationships

Coping option: Self-monitoring while the stress response is triggered to avoid making
things worse
Example: Assess the threat before implementing aggression; count to 10; get a
second opinion
Coping option: Using the relaxation response to stand down following a fight/flight
reaction





Calmer, deeper breathing
Decreased pulse and blood pressure
Decreased muscle tension
Broader more creative thinking, release from narrow focus on danger

How to:
1. Take a normal breath in through your nose with your mouth closed. Hold your breath
for 5 seconds.
2. Exhale slowly through your nose with your mouth closed, letting all the air out of your
lungs, while saying silently to yourself a word you find relaxing (like c-a-a-a-l-m or r-ee-e-l-a-a-x).
3. Pause for a count of 4 and then take the next breath in.
Coping option: Finding ways to grow from dealing with stressors that cannot be avoided
Example: using chronic illness as a way to change your relationships through
asking for or accepting help
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Readiness for Change - Session 3b - Understanding Treatment
Goal: Provide veterans with information that can help them
understand common psychological problems and treatment
factors
Specific ingredients: Information, group interaction
Good Morning. This is the third of our three Readiness for Change groups.
[Review group guidelines]
At the end of today’s group, you will have the opportunity to sign up for the group that
meets your particular needs. Today, we will talk about what a treatment team is and how
to get the most out of the resources available here in the Mental Health Clinic.
Who is on a treatment team and what do they do?

What kind of approaches to treatment are we talking about?
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Therapy vs. Medication







There may be advantages of therapy vs. medication
Therapy can help you make changes that may last longer than the effects of
medication
All medications have side effects so you should always do a risk/benefit analysis
Also note that sometimes it takes a while for medications to have an effect and that
different medications work differently for different people (e.g., one antidepressant
may work for one person, while another antidepressant does not).
You can do both

Unique benefits of Group therapy





Other veterans may have the best understanding of your experience
You can practice new skills and understandings in the group, including listening
and communicating to people you feel close to and people you find more difficult
to relate to
Other people’s strategies and solutions may be applicable to your situation

Treatment is not one size fits all
In the mental health clinic we provide a variety of groups and what we have found is that
patients who do better possess certain attributes that help them to get the most out of
treatment.
What personal qualities and decisions can help you get the most out of treatment?
Motivation








Clarifying and connecting with your goals and aspirations
Openness and Honesty
Willingness to Listen
Trust – Discuss your needs, ideas, problems, concerns, and goals
Patience and Consistency
Participation and Risk taking
Homework

Discussion of available groups and sign up.
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Appendix C: Psychotherapy Expectancy Inventory – Revised (Berzins, 1971)
Items 6, 12, 16, 19, 22 and 23 contribute to the Audience factor.
Not
at
all
1. How strongly do you expect your
therapist to say whatever comes into
his/her mind?
2. How strongly do you expect to say
whatever comes into your mind?
3. How strongly do you expect to act as
freely as you would with your best
friend?
4. How strongly do you expect to feel
“free” and “open”?
5. How strongly do you expect to watch
your therapist’s behavior for “helpful
hints” as to desirable behavior during
the hour?
6. How strongly do you expect to feel
like opening up without any help
from your therapist?
7. How strongly do you expect your
therapist to be gentle in phrasing
his/her opinions about an important
topic?
8. How strongly do you expect to
behave in a spontaneous manner?
9. How strongly do you expect to be
concerned with the impression you
make on your therapist?
10. How strongly do you expect to please
your therapist?
11. How strongly do you expect to be
comfortable in expressing your
feelings toward the therapist?
12. How strongly do you expect to feel
as though you were “in charge” of
the hour?
13. How strongly do you expect to get
definite advice from your therapist?
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Not
at
all
14. How strongly do you expect your
therapist to discover what’s
responsible for your current
problems?
15. How strongly do you expect your
therapist to suggest what you should
do about your problem?
16. How strongly do you expect to be the
one who begins the talking?
17. How strongly do you expect your
therapist to clearly announce his/her
value judgments about your
behavior?
18. How strongly do you expect to be
concerned with how you appear to
your therapist?
19. How strongly do you expect to “carry
the ball” conversationally?
20. How strongly do you expect to
discuss whatever comes to mind
without “pulling punches”?
21. How strongly do you expect to seek
“answers” from your therapist?
22. How strongly do you expect to
initiate the conversation?
23. How strongly do you expect to lead
the way in bringing up topics to talk
about?
24. How strongly do you expect your
therapist to pick your ideas apart and
criticize them?

Very
Strongly
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Appendix D: Der Fragebogen zu therapiebezogenen Kontrollerwartungen /
Questionnaire on Control Expectancies in Psychotherapy (trans.)
Items 1, 4, 7, 8, 13 and 15 contribute to the Internality factor.
People have varying beliefs about therapy and these can change over time. We would
like to understand your beliefs about psychotherapy as they are now.

Strongly
disagree
Somewhat
disagree
Slightly
disagree
Slightly
agree
Somewhat
agree
Strongly
agree

Please read each of the statements below carefully and circle the number that best
represents your current beliefs. Don’t worry about which answer might make the “best
impression,” just try to rate each item according to your current beliefs.

1. Making gains in therapy ultimately depends on me.
2. How much support I get from my therapist is mostly
a matter of luck.
3. It’s up to my therapist to determine my level of
engagement in the therapy process.
4. Whether my concerns and priorities are addressed in
the therapy depends mostly on me.
5. Whether I have a relapse after treatment depends on
many unforseeable factors.
6. If my therapist really wants to help me, then I will get
the support I need from him/her.
7. Whether I engage actively in the treatment depends
primarily on me.
8. In therapy, it’s up to me to develop effective strategies
to prevent relapses.
9. Making gains in therapy depends primarily on the
competence of my therapist.
10. Whether my concerns and priorities are addressed in
the therapy depends on unpredictable factors.
11. Whether my problem recurs after therapy depends
primarily on the quality of the treatment.
12. Making gains in therapy depends on many
unforseeable factors.
13. In therapy, I hope to get suggestions about how to
handle my problem. However, it’s up to me to decide
which of these suggestions make the most sense in my
own case.
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Strongly
disagree
Somewhat
disagree
Slightly
disagree
Slightly
agree
Somewhat
agree
Strongly
agree
14. Whether I engage actively in therapy depends on
things I can’t influence.
15. It’s up to me to get the necessary support from my
therapist to address my problem.
16. It’s up to my therapist to ask me about my concerns
and priorities and decide what is best for me based on
his/her experience.
17. My therapist is the expert and should therefore
decide how my problem should be handled.
18. It’s up to my therapist to notice the extent to which I
need support and act accordingly.
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